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Disprin is already widely accepted for the 
relief of pain, combining with its proved 
analgesic effect the marked advantages of | 
calcium aspirin. Disprin tablets dissolves 
quickly to form a palatable and substantia 
neutral solution which is speedy in act 


and unlikely to irritate the gastric muco! 3 


For these reasons Disprin is especially “suite 
able for children. Instead of a tablet to swallo | 
it provides a pleasant drink and is both, sur 
and rapid in its effects; it can be safely ‘given 
in reduced dosage to children. of. allay 
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The four main attributes of a good pre-operative 
skin disinfecting agent are all combined in 


Surgical Dettol. 


RAPIDITY OF ACTION 


Skin disinfection tests with Staph. albus and Ps, pyocyanea 
demonstrate that virtual disintection is obtained within 


one minute, 


QUICK DRYING 
Surgical Dettol dries quickly and leaves the skin im 


a non-slippery condition, 


REMOVAL OF COLOUR 


The colour, blue or orange, may be removed afterwards 


by soap and water, 


COMPATIBILITY 


Surgical Dettol is based on para-chlor-meta-xylenol and 


is not incompatible with soap. 
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DETTOL| 





AVAILABLE IN 8-O7., 16-OZ. AND 
80-OZ. BOTTLES. (ORANGE & BLUE) 








now available 
...4 forms of 


MYCOSTATIN 


Squibb Nystatin 


the first safe 
antifungal antibiotic 


MYCOSTATIN 
VAGINAL TABLETS 
highly effective 2 vaginol moniliasis 
E vaginal tablet contains 100,000 units of Mycostatin 


One-ounce tubes 


MYCOSTATIN 
OINTMENT 
highly effective in monilial infections of the skin 


Each gram contains 100,000 units 


of Mycostatin. One-ounce tubes 


MYCOSTATIN 


ORAL TABLETS 


highly effective in intestinal moniliasis; sometimes effective in 


systemic moniliasis 
Each tablet contains 500,000 units of Mycostatin. Bottles of 
12 and 100 


MYCOSTATIN 


FOR SUSPENSION 


highly effective in thrush highly effective in intestinal 
moniliasis and sometimes effective in systemic moniliasis in 


infants and children. 


When reconstituted in 22 cc. of distilled water, each cc. contains 
100,000 units of Mycostatin 


calibrated at 1 cc. 


24-dose bottles with dropper 


Enquiries to 
PHARMACEUTICALS 


7, Newton Street, Wemmer, Johannesburg 
Phone 33-2211 Box 7793 


PROTEA 


Also at: Cape Town, Port Elizabeth, East 
London and Durban. 


SQUIBB 


Manufacturing 





Chemists to the medical 


profession since 1859. 
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PAROXYSMAL NOCTURNAL HAEMOGLOBINURIA IN SOUTH AFRICA 


S. M. Lewis, B.Sc., M.B., CH.B. (CAPE Town), D.C.P. (LOND.) 


South African Institute for Medical Research, Johannesburg 


Paroxysmal nocturnal haemoglobinuria is a disease 
entity which has been known since 1882, when Striibing 
recognized the features which constitute the syndrome. 
In 1928 Marchiafava and Micheli gave their names to 
the disease, and the condition has recently been fully 
reviewed by Dacie.! It is an uncommon disease but by 
no means rare, and Crosby found 123 cases recorded 
in the literature.2 As the name implies, it is a haemolytic 
anaemia, usually chronic, associated with attacks of 
haemoglobinuria which are precipitated by the condi- 


tions of sleep. The essential abnormality is the defect of 


the erythrocytes, but the exact nature of the defect is 
still unknown; 
complement and several complex factors in the serum. 
The possible role of the various factors has been dis- 
cussed in Dacie’s review. 

This present report draws attention to the occurrence 
of the disease in South Africa, and the laboratory 
investigations by which it can be identified and dis- 
tinguished from other possible causes of haemo- 
globinuria. 


CASE REPORT 


G.B. is a 24-year-old White male. He was perfectly well until 
2 years ago, when he first experienced an episode of weakness 
and dyspnoea. He became jaundiced. A few days later he began 
to pass dark-brown urine the colour of which was especially 
marked in the early-morning specimen, and clearing during the 
day. His weakness increased; he complained of severe sexual 
apathy. A blood examination showed the presence of a moderately 
severe anaemia, for which he was given a blood transfusion. His 
general condition improved, but the dark-brown urine and the 


jaundice persisted for several days, finally clearing spontaneously. 


Since the first episode the patient has had similar attacks every 
6 week:;. The attacks last for approximately | week, and he has 
invariably required transfusions of 1-2 pints of blood before the 
attacks have subsided. He has experienced no untoward reactions 
from the transfusions. 

On examination during an attack, the patient was seen to be a 
young well-built man, pale, and in slight distress. His conjunctivae 
and skin showed slight icterus. Blood pressure 110/80 mm. Hg: 
pulse rate 85 per minute. He had the scar of a splenectomy which 


haemolysis requires the presence of 


was performed during the first haemolytic crisis. There were no 


other significant clinica! findings. 


LABORATORY FINDINGS 


Blood count: Haemoglobin 12 g. per 100 ml.; erythro- 
cytes 4-0 million per c.mm.; P.C.V. 38%; M.C.V. 
95 cu uw; M.C.H.C. 31°; leucocytes 12,000 per c.mm.; 
(polymorphs 65°, monocytes 2°%, lymphocytes 32% 
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and eosinophils 1°); reticulocytes 16%. The smear 
showed marked anisocytosis with increased diffuse 
polychromasia, slight hypochromasia with a few target 
cells, numerous crenated cells and ‘burr’ cells; there 
were a number of Howell-Jolly bodies and siderocytes, 
and an occasional normoblast (Fig. 1). 

The direct and indirect Coombs tests were negative; 
Blood group A, Rh positive. 

Bone marrow: Erythroid hyperplasia, with a 
myeloid : erythroid ratio of 1:1. Erythropoiesis is 
normoblastic; granulopoiesis is normal; megakaryo- 
cytes are normal in numbers and maturation. 

Serum bilirubin was 2-2 mg. per 100 ml.; blood urea 
32 mg. per 100 ml.; Schumm’s test for methaemalbumin 
was positive. 

Erythrocyte osmotic fragility: 1% lysis at -5% saline; 
50% lysis at -4% saline; 100% lysis at -3% saline. 
This is within the range of normal. 

Urine: Albumen present; urobilin present; haemo- 
globin present (by spectroscopic examination). The 
derosit of a centrifuged sample gave a strongly positive 
prussian-blue reaction for haemosiderin. 


o 


These investigations pointed to a haemolytic process 
with intravascular haemolysis but no demonstrable 
auto-antibodies. In view of the urinary findings a tenta- 
tive diagnosis of paroxysmal nocturnal haemoglobinuria 
was suggested. To confirm this diagnosis, investigations 
were carried out to demonstrate the characteristic 
abnormality of the patient’s erythrocytes: 

Incubation autohaemolysis: This was carried out by 
the method described by Selwyn and Dacie* to study the 
effects of incubation of sterile portions of defibrinated 
blood. The samples of blood were left undisturbed at 
a temperature of 37°C for 24 and 48 hours, after which 
the amount of spontaneous lysis in the supernatant 
serum was measured colorimetrically. Further specimens 
were incubated in the presence of 10°% glucose. 

Incubation for 24 hours gave 8-0% lysis; in the 
presence of glucose the lysis was 12-3%. After 48 hours 
both specimens showed complete lysis. These results 
indicate a marked increase in the rate of autohaemolysis. 
This phenomenum is non-specific but is a valuable 
pointer to the presence of a haemolytic process. The 
tnability of glucose to prevent the lysis indicates defective 
erythrocyte-metabolism. 

Acid-serum test: This test, originally described by 
Ham,‘ is used to demonstrate the degree of lysis which 
occurs when the patient’s erythrocytes are incubated 
in the presence of acidified normal compatible serum, 
or the patient’s own serum. The test has been modified 
by Dacie,' who has shown that there is an optimal pH 
range for maximal lysis, and that the lytic action requires 
the presence of complement, so that if the serum is 
heated to 56°C lysis will be prevented, in contra- 
distinction to hereditary spherocytosis, in which lysis 
will occur in the presence of acidified heated as well as 
unheated serum. In the test, 1/10 the volume of 50% 
suspension of the erythrocytes under investigation is 
added to the serum, which is acidified with 1/10 the 
volume of hydrochloric acid ranging from N/20 to N/3, 
and a control test is set up with unacidified serum. The 
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tubes are incubated at 37°C for an hour, and any lysis 
is noted. 

Two other tests are of value in confirming the diagnosis 
of paroxysmal nocturnal haemoglobinuria. Dacie® 
showed that if the patient’s blood was of group A, 
P.N.H. erythrocytes are much more sensitive than normal 
erythrocytes to haemolysis by the iso-antibody anti-A. 
Crosby® has shown that more lysis of P.N.H. erythrocytes 
was produced in the acidified serum if thrombin was 
added to the cell-serum mixture, and he proposed that 
this might be used as a specific test for the disease. 

In this present investigation, the patient’s erythrocytes 
behaved as P.N.H. cells, and confirmed the features 
reported by Dacie and by Crosby. These findings are 
recorded in Table I. 


TABLE I. ACID-SERUM TESTS 


1/10th volume 50% saline suspension of patient’s erythrocytes 
added to serum as follows: 


Group-A Group-O 

Group-A Serum + Serum 

Serum thrombin (Anti-A) 
Unacidified — i . J. 4}. 
N/20 HCl : ba } lind 
N/10 HCI te +4 : ft + 
N/5 HCl oi ee . ++ +++ 
N/4 HCI ed ms | +++ 
N/3 HCI om ae } oe or 
N/1l HCl ae 7 }. 4. 4 
N/4 HCI (Inactivated serum) — . 


Control tests using normal-cell suspensions gave no haemolysis 
in any of the tubes. 


TREATMENT 


There is no specific treatment; various methods have 
been tried with little or no effect. These have included 
the administration of alkalies, in an attempt to obviate 
the effect of lowering of pH, as seen in vitro. Dicoumarol 
and heparin, cortisone and ACTH, and splenectomy 
have been used. Blood transfusions are of value, 
although their effects are only temporary. Some patients 
tolerate transfusions well, but others develop haemolytic 
reactions. These reactions are often of obscure aetiology, 
especially when iso-group compatible blood is used with 
no antibodies demonstrable by pre-transfusion Coombs 
test. The reaction appears to be prevented by using 
plasma-free washed erythrocytes for the transfusion. To 
avoid the development of antibodies, there is need for 
special care in cross-matching tests, and the problem 
of post-transfusion siderosis must be considered. To 
avoid the risks as much as possible, transfusions should 
not be given haphazardly, especially as patients with 
haemoglobin level of 10 gm. per 100 ml. become well 
adapted to their anaemias, and usually recover from 
their haemolytic crises with a normal physiological 
response of increased erythroid hyperplasia. But at a 
lower level of haemoglobin the patient should not be 
denied the benefits of transfusion, provided the pre- 
cautions mentioned above are observed. 

In the present case, the patient was splenectomized 
during his first haemolytic crisis. This produced no 
good effect, which is consistent with the general 
consensus of opinion that there is no reason to recom- 
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mend splenectomy in these cases. Meticorten has been 
used, but this has had little or no effect, either in 
decreasing the severity of a crisis or in reducing the 
frequency of relapse. He has been transfused with 
satisfactory effect, and has not shown any untoward 
reactions to the transfusions. 


SUMMARY 


A case is recorded of a white adult male South African 
who presented with clinical features and urinary findings 
of paroxysmal nocturnal haemoglobinuria. A tentative 
diagnosis could be made from the characteristic clinical 
story and the preliminary laboratory investigations. 
Confirmation of the diagnosis requires special studies, 
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which are described. The specific findings in this patient 
are illustrated. 


The author wishes to thank Mr. M. Ulrich of the South African 
Institute for Medical Research for the photography; Dr. L. W. 
Baker of Potchefstroom and Dr. Roy Morris of Johannesburg 
for referring the patient, and the Director of the South African 
Institute for Medical Research for permission to publish. 
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VAN DIE REDAKSIE 


DIE VOORGESTELDE BEHEERREGULASIES 
¥IR BLOEDOORTAPPINGSDIENSTE 


Dit is lank reeds die gebruik van bloedoortappings- 
dienste in Suid-Afrika om tussen bloed getap van 
blanke skenkers en nie-blanke skenkers te onderskei. 
Dit is tot nog nie betwyfel nie dat dit ’n redelike pro- 
sedure is dat die inligting aan dokters en die pasiénte 
wat die bloed ontvang, beskikbaar behoort te wees. 
Die huidige geskil het ontstaan oor die voorstel om 
onderskeidende merke, deur die wet verpligtend te 
maak. 

Die hoeveelheid bloed wat nodig is en gebruik word 
vir nie-blanke pasiénte, oorskrei grootliks die hoeveel- 
heid bloed deur nie-blanke skenkers verskaf, en dus 
word in werklikheid sommige van die bloed van blanke 
skenkers vir nie-blanke pasiénte gebruik. Oor die 
algemeen word slegs blanke bloed vir blanke pasiénte 
gebruik, maar dit is begryplik dat ’n noodtoestand mag 
ontstaan waarin die enigste beskikbare bloed geskik vir 
*‘n besondere blanke pasiént, van nie-blanke oorsprong 
mag wees en, as ’n bloedoortapping nodig is om die 
blanke se lewe te red, die nie-blanke bloed ongetwyfeld 
gebruik sal word. 

Die Regering was aangeraai dat, in die belang van die 
publiek, regulasies met die mag van wet uitgevaardig 
behoort te word om bloedoortappingsdienste te beheer, 
en die konsepregulasies wat aan die Suid-Afrikaanse 
Mediese en Tandheelkundige Raad vir kritiek voor- 
gelé was, het klousules bevat wat dit verpligtend maak, 
met die merk van skenkersbloed, om tussen bloed van 
blanke en nie-blanke oorsprong te onderskei. Die 
Mediese Raad het ’n reeks van voorgestelde wysigings 
tot die konsepregulasies aan die Regering voorgelé. 
Hierdie voorgestelde wysigings handel oor baie aspekte 
van die onderwerp en inter alia, terwyl hulle saamstem 
dat dit redelik is om tussen blanke en nie-blanke bloed 
te onderskei, stel hulle ’n minder ooglopende verskil 
van etikette—soos neergelé in die konsep—voor. 

Daar is ongetwyfeld verskille tussen die bloed van 
verskillende rasse, maar hulle is van statistiese eerder 
as van individuele aard, en oor die algemeen is dit 
onmoontlik om die rasse-oorsprong van ‘n individuele 
bloedmonster uit te ken. Eweneens, terwyl die bloed 
van elke skenker nie met veiligheid vir ‘n besondere 
blanke pasiént gebruik kan word nie, mag skenkers 
wie se bloed verenigbaar en skenkers wie se bloed 
onverenigbaar is, onder Europeane, of Bantoes, of 
Indiérs, of Kleurlinge gevind word. Dieselfde geld vir 
nie-blanke pasiénte. 
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EDITORIAL 


THE PROPOSED REGULATIONS FOR THE 
CONTROL OF BLOOD TRANSFUSION SERVICES 


It has long been the practice of blood-transfusion 
services in South Africa to distinguish blood drawn 
from European donors from that drawn from non- 
European donors. It has not hitherto been questioned 
that this is a reasonable procedure, and the information 
should be available to doctors, and the patients who 
receive the blood. The present controversy has arisen 
out of the proposal to make distinguishing marks 
compulsory by law. 

The quantity of blood needed, and used, for non- 
European patients greatly exceeds the amount supplied 
by non-European donors, and therefore some of the 
blood from European donors is in fact used for non- 
European patients. In general only European blood is 
used for European patients, but it is conceivable that 
an emergency might arise in which the only available 
blood suitable for a particular European patient was one 
of non-European origin, and then, if blood transfusion 
was necessary to save the European’s life, the non- 
European blood would no doubt be used. 

The Government were advised that in the public 
interest regulations with the force of law should be 
promulgated to control blood-transfusion services, and 
the draft regulations which were submitted to the 
South African Medical and Dental Council for criticism 
contained clauses making it compulsory in labelling 
donor blood to differentiate between blood from Euro- 
pean and non-European sources. The Medical Council 
submitted to the Government a series of suggested 
amendments to the draft regulations, dealing with 
many aspects of the subject and inter alia, while agreeing 
that it was reasonable to distinguish European from 
non-European blood, suggesting a less conspicuous 
difference in the labels than that prescribed in the 
draft. 

There are undoubtedly differences between the 
blood of different races, but they are of a statistical 
rather than an individual nature, and in general it is 
impossible to identify the racial origin of an individual 
sample of blood. Similarly, while not every donor's 
blood can be safely used for a particular European 
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Die onderwerp is gedurende die afgelope tyd breed- 
voerig bespreek, veral in die leke-pers. Dit is byvoor- 
beeld korrek vermeld dat die Bantoe betreklik algemeen 
die Rh-fenotipe cDe—wat seldsaam by die blanke is- 
besit, en dat baie Amerikaanse en Wes-Afrika se Negers 
‘n pas-ontdekte geen V het, wat uiters seldsaam by die 
blanke is. Dit kan met eweveel waarheid vermeld 
word dat ’n baie hoé persentasie van Rh-negatiewe 
individue onder die Baske te vinde is, en dat die kromo- 
soom-frekwensies by Kanadese van Hebreeuse afkoms, 
aanmerklik verskil van dié by Kanadese van Engelse 
afkoms.” 

Ondersoeke oor die hele wéreld het breé verskille in 
die oorwegende bloedgroep-antigene van verskillende 
rasse-groepe, en in kleiner groepe binne hierdie rasse- 
groepe, geopenbaar. By eenhede so klein soos die 
familie, is daar bloedgroep-antigene eie aan dié eenheid. 

Meer as 50 bloedgroep-gene is nou reeds ontdek en 
daar word veronderstel dat daar nog andere is. Nog- 
tans lé die vernaamste gevaar by bloedoortapping nog 
by die oortap van onverenigbare selle van die ABO- 
bloedgroepstelsel. °n Ernstige reaksie tussen die oor- 
getapte selle en die isoagglutiniene wat natuurlikerwys 
in die ontvanger se serum voorkom, mag volg, met 
ontsettende gevolge. In werklikheid egter, is hierdie 
gevaar nie aan die ras van die bloedskenker of dié 
van die ontvanger verbonde nie. 

Natuurlik-bestaande teenstowwe teen gene van die 
ander bloedgroepstelsels is tot nog toe nie aangetoon 
nie. Buiten die ABO-bloedgroepstelsel dus, kan die 
oortapping van rooi selle met onverenigbare geen- 
struktuur, hoogstens, en dan nie algemeen nie, aan- 
leiding gee by die ontvanger tot die produksie van 
teenstowwe teen een of meer van hierdie gene. Dit is 
die enigste moontlike onmiddellike gevolg. Daar- 
opvolgende oortapping met soortgelyke onverenigbare 
selle mag aanleiding gee tot *n bloedoortappingsreaksie 
by *n ontvanger wat gevoelig gemaak is; of ’n vrou van 
baarsame leeftyd wat op hierdie manier gevoelig ge- 
maak is, mag ’n kind in die wéreld bring wat deur een 
van die vorme van erythroblastosis foetalis aangetas is. 

Meeste van die bloedgroepe-gene is swak antigene en 
slegs “n paar, oorwegend in die Rh-bloedgroepstelsel, 
mag enigsins dikwels aanleiding gee tot die produksie 
van teenstowwe. Waar ’n ontvanger teenstowwe teen 
gene van die skenkcr se selle besit, sal hierdie teenstowwe 
aan die dag gelé word wanneer doeltreffende oorkruis- 
vergelykende-toetse voor die oortapping gedoen word. 
‘n Verenigbare skenker word dan gekies. 

Dit kan nie té sterk beklemtoon word nie dat, be- 
halwe in uiterse nood, geen bloed gegee moet word 
voordat °n volledige oorkruisvergelyking voor die 
oortapping gedoen is nie. Dit is slegs deur hierdie 
tegnieke dat die teenwoordigheid van verworwe teen- 
stowwe teen bloedgroep-antigene ontdek kan word en 
inderdaad, dat die bestaan van voorheen-onbekende 
antigene vasgestel kan word. 

Met die huidige kennis wat ons besit, is dit die stan- 
daard gebruik om doeltreffende ABO-groepering en 
Rh-tipering van beide skenker en die ontvanger se 
bloed te doen, en om genoegsame oorkruisvergelykende- 
loetse uit te voer voordat ’n bloedoortapping gedoen 
word. Die verenigbaarheid en nie die etnologiese 
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patient, donors whose blood is compatible, and donors 
whose blood is incompatible, may be found amongst 
European or Bantu or Indian or Coloured. The same 
is true of non-European patients. 

The matter has of late been widely discussed, par- 
ticularly in the lay press. It has, for example, been 
stated correctly that the Bantu fairly commonly have 
the Rh phenotype cDe, which is rare in the European, 
and that many American and West African Negroes 
possess a recently discovered gene V, which is exceed- 
ingly rare in the European.' It can be stated with equal 
truth that a very high percentage of Rh-negative indi- 
viduals exist amongst the Basques, and that the chromo- 
some frequencies of Canadians of Hebrew descent differ 
appreciably from those of Canadians of English descent.* 

Surveys from all over the world have revealed wide- 
spread differences in the preponderant blood-group 
antigens in different racial groups, and in smaller 
groups within these. In units as small as the family 
there are blood-group antigens peculiar to the unit. 

Over 50 blood-group genes have now been discovered 
and others have been postulated. Nevertheless, the 
cardinal danger in blood transfusion still lies in trans- 
fusing incompatible cells of the ABO blood-group 
system. A _ severe reaction between the transfused 
cells and the naturally occurring iso-agglutinins in the 
recipient's serum may follow with dire results. In 
practice, however, this danger is not linked with the 
race of the blood donor or that of the recipient. 

Naturally-occurring antibodies for the genes of the 
other blood-group systems have not so far been demon- 
strated. Outside of the ABO blood-group system, then, 
the transfusion of red cells of incompatible gene- 
structure can at most, and then not commonly, give 
rise, in the recipient, to the production of antibodies to 
one or several of these genes. That is the only possible 
immediate effect. Subsequent transfusion with similar 
incompatible cells may give rise to a blood-transfusion 
reaction in a sensitized recipient; or a woman of child- 
bearing age, so sensitized, may bear a child affected 
by one of the forms of erythroblastosis foetalis. 

Most of the blood-group genes are poor antigens 
and only a few, predominantly in the Rh blood-group 
system, give rise to the production of antibodies with 
any degree of frequency. Where a recipient possesses 
antibodies to genes on the donor’s cells, these anti- 
bodies will become manifest when efficient pre-trans- 
fusion cross-matching tests are performed. A com- 
patible donor is then selected. 

It cannot be too strongly emphasized that, except in 
great urgency, no blood should be given without com- 
plete pre-transfusion cross-matching having been carried 
out. It is only by these techniques that the presence of 
acquired antibodies to blood-group antigens can be 
detected, and, indeed, that the existence of previously 
unknown antigens can be established. 

In the light of present knowledge, it is standard 
practice to carry out efficient ABO grouping and Rh 
typing of both donor’s and recipient’s blood and to 
perform adequate cross-matching tests before the 
administration of a transfusion with blood. The com- 
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oorsprong van die bloed nie, is die belangrike oorweging. 
Die veelbesproke konsep-bloedoortappingsregulasies, 
waar dit bedoel om die huidige gebruik te bestendig en 
toe te pas om skenkersbloed volgens rasse-oorsprong 
te onderskei, doen dit sonder enige noodsaaklike 
wetenskaplike redes, aangesien verenigbaarheid, sover 
dit individue betref, onafhanklik is van die rasse-faktor. 
Soos hulle opgestel is, maak hulle die rasse-onderskeid, 
wat tot nog toe vrywillig deur oortappingsdienste 
gehandhaaf is, verpligtend, maar heel korrek bevat 
hulle geen verbod op tussenras-oortappings nie, en 
laat dit aan die dokter, wat die oortapping doen, oor 
om te besluit watter tipe bloed oorgetap moet word. 
Die vraag na regulasies wat die beheer oor bloedoor- 
tappingsdienstegnieke verpligtend maak, het ontstaan 
weens noodlottige ongelukke as gevolg van foutiewe 
tegniek. Dit sou jammer wees om die beleid van ver- 
pligtiging, tot rasse-probleme, wat ontstaan as gevolg 
van vrywillige bloedskenkersdienste in ons veelrassige 
samelewing, uit te brei—probleme wat te doen het met 
vooroordeel teenoor vreemdelinge, wat geen gevaar 
vir gesondheid en lewe inhou nie, en wat skyn of hulle 
tot nog toe bevredigend deur vrywillige handeling 
sonder regsdwang opgelos is. 
1. De Natale, A. et a/. (1955): J. Amer. Med. Assoc., 159, 247. 
2. Race, R. R. en Sanger, R. (1950): Blood Groups in Man. 
Oxford: Blackwell Scientific Publications 
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patibility, and not the ethnic origin, of the blood js 
the important consideration. 

The much discussed draft blood-transfusion regula- 
tions, in seeking to perpetuate and enforce the current 
practice of distinguishing donor blood according to 
racial origin, do so without any compelling scientific 
reasons, since, for individuals, compatibility is inde. 
pendent of the racial factor. As drafted they make 
compulsory the racial distinction that has hitherto 
been voluntarily maintained by the transfusion services, 
but quite rightly they contain no prohibition of inter- 
racial transfusion, and leave to the doctor administering 
the transfusion to decide what type of blood shall be 
transfused. The demand for regulations compulsorily 
controlling the technique of blood-transfusion services 
arose out of fatal accidents that followed upon faulty 
technique. It would be a pity to extend the policy of 
compulsion to racial problems that arise out of volun- 
tary blood-donor services in our multi-racial com- 
munity—problems which are concerned with xeno- 
phobic prejudice and not with danger to health and life, 
and which appear to have hitherto been satisfactorily 
dealt with by voluntary action without legal com- 
pulsion. 


1. De Natale, A. et al. (1955): J. Amer. Med. Assoc., 159, 247 
Race, R. R. and Sanger, R. (1950): Blood Groups in Man 
Oxford: Blackwell Scientific Publications. 


A SURVEY OF ACCIDENTS IN CHILDHOOD 


James C. Simson, M.D. (GLAS.), M.R.C.P.E., D.C.H. 
Addington Children’s Hospital, Durban 


In recent years there has been growing public concern 
about accidents and their prevention. This interest has 
been stimulated by the ever-increasing number of road 
accidents and fatalities and has led to intensive publicity 
and educational programmes to reduce these dangers; 
but the dramatic nature of these campaigns has tended 
to obscure the fact that road accidents are but one facet 
of the larger problem of accidents in childhood. It is a 
solemn fact that in New York City more children die 
from accidents of all sorts than from the 10 leading 
communicable diseases combined, and these include 
tuberculosis, diphtheria, poliomyelitis and meningitis." 

There have been various investigations in America, 
Britain and South Africa, confined to particular types 
of accident,*-? but few have aimed at giving a compre- 
hensive view of the subject.': * Some have derived their 
information from mortality figures and contain little 
about the morbidity amongst the surviving children. 
However, conservative American opinion estimates that 
for every one fatal accident 145 children are injured and 
disabled and about 4 suffer a permanent crippling injury.' 
There is no reason to believe the position in South 
Africa is very different from elsewhere. 


The present study is an analysis of all accident cases 
admitted as in-patients to the Addington Children’s 
Hospital, Durban, during the 5 years from January 1949 
to December 1953. This survey does not include children 
whose injuries were treated in the out-patient department, 
and the facts relate solely to European children under 
the age of 13 years. As the hospital treats most of the 
European children accidentally injured in Durban and 
environs, the information collected should afford a 
reasonably accurate picture of accidents in childhood 
amongst the European population of the City. 

In the 5-year period under review, there were 10,154 
admissions to the Children’s Hospital and 1,070 ol 
these were due to accidents. Boys outnumbered girls in 
the proportion of 681 to 389. This is in accord with the 
findings of other investigators,': 7 who have found that 
at every age in childhood there is an increased incidence 
of accidents amongst boys. There were 11 deaths, but 
this figure is too low because it does not include the 
children who were killed instantly in accidents or died 
on the journey to hospital. Despite this qualification, 


there is a close correlation between these figures and the 
usual estimate that the total morbidity from accidents 
is at least 100 times the fatality rate. 

In the following table the 1,070 


Types of Accident. 
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accidents and the 11 deaths are classified into 6 groups 
according to the type of accident: 


Cases Deaths 

1. Poisoning .. oa : “a ‘a 126 0 
2. Burns and Scalds ‘ = ie 148 4 
3. Foreign Bodies .. “s “ <e- 88 0 
4. Falls ; ai is ue <a 329 3 
5. Traffic me oa ; ae ms 201 2 
6. Miscellaneous ma i ve 178 2 

Total 1,070 11 


Distribution by Age. In Table I the children involved 
in the 6 types of accident are classified according to age. 
Certain striking differences become apparent. The peak 

TABLE I. 


0-1 1-2 2-3 3-4 


Poisons .. ra: . i ; 5 48 48 14 
Burns ia a i Ee iy a 29 17 16 
Foreign Bodies .. ea as . 13 22 10 
Falls me ae , ; a 23 28 29 
Traffic a ~ * ; "e 1 4 12 17 
Miscellaneous .. fe zs 5 15 24 14 

Total is ‘i +. 2 132 ©6151 100 


incidence for all accidents taken together, occurred 
during the 2nd and 3rd years of life, owing to the fact 
that mishaps from poisons, burns and scalds, and 
foreign bodies were rife in this age-group. Falls were 
common at all ages, though the greatest number occurred 
between the 3rd and 8th year. By contrast the number of 
road accidents remained nearly constant from the 3rd 
year onwards but the proportion of traffic to other 
accidents actually increased from 8° in the 3rd year 
to 39° in the 13th year. 

The different types of accident are analysed and 
discussed in the following sections: 


) 


|. INGESTION OF POISONS 


Three-quarters of the poisoning cases in the series 
occurred in the 2nd and 3rd years of life (Table I). 

The classification of accidental poisoning in childhood 
first suggested by Swinscow? in 1953 has been adopted; 
the analysis of the 126 cases of poisoning by this classi- 
fication is as follows: 


(a) Medicaments .. ia dia ; 33 
(b) Disinfectants and Caustics .. ws 18 
(c) Household Substances and Poisons 60 
(d) Poisonous Plants i a oa 8 


(ce) Miscellaneous 


Total ae 126 


_(@) Medicaments. This group contains all prepara- 
ions prescribed by doctors or bought at chemists by 
parents for therapeutic purposes. It has been subdivided 
in the following table according to whether the 
Poisonous agent was a tablet, a mixture or an appli- 
cation: 
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Tablets Mixtures Applications 
Aspirin .. “ii 6 Chlorodyne 1 Eucalyptus oil 1 
Barbiturates 7 Unknown 1 Ointments - ] 
Epanutin. . 1 lodized phenol l 
Dexedrine I Camphorated 
Anti-histaminics I oil. 2 
Brook-Lax - 2 Dandruff 
Ferrous sulphate | pomade | 
Atophen .. I Calamine a l 
Unknown 2 Pessaries 2 

Total 22 2 9 


The large number of cases caused by the ingestion of 
tablets is a striking feature. This preponderance appears 
in all recent surveys,” *» © owing to the fact that tablets 
are prescribed more frequently than in the past. Some 


ACCIDENT CASES BY AGI 


4-5 5-6 6-7 7-8 8-9 9-10 10-11 11-12 12-13 Total 
l 3 3 2 2 126 
18 10 11 6 7 | 2 2 5 148 
5 l 7 3 7 5 4 2 3 88 


36 37 36 31 20 23 26 15 11 329 
18 18 18 26 15 18 20 16 18 201 
22 15 17 15 11 10 9 12 9 178 


100 84 92 83 60 59 61 47 46 1,070 


of these preparations are sugar-coated and have a gay 
attractive appearance; small children often mistake them 
for sweets. In view of the enormous quantities of aspirin 
and barbiturates consumed to-day, it is not surprising 
that these were the commonest types of medicinal 
poisoning in this series. 

(b) Disinfectants and Caustics. The 18 cases in this 
group were divided equally between disinfectants and 
caustics. All but one of the disinfectant fluids contained 
phenol or related substances, and the exception contained 
iodine. Nine children swallowed caustic or corrosive 
fluids—6 caustic soda and 3 spirits of salt. Oesophageal 
stricture developed in 2 of the children who had drunk 
caustic soda. 

(c) Household Substances and Poisons. \n this group 
of 60 cases, 47 children had ingested common household 
substances and 13 children household poisons or insecti- 
cides. 

Household substances: Except for 5 cases caused 
respectively by bleach cream, ammonia (2), ‘Toni-neutrali- 
zer’ and floor polish, the remaining 42 followed the 
swallowing of paraffin or allied substances. The incidence 
of paraffin poisoning varies considerably in different 
parts of the world. It is common in the USA and 
relatively infrequent in Great Britain. In Durban, 
paraffin poisoning accounted for one-third of all cases 
of poisoning. ‘Paraffin pneumonia’ is a well recognized 
complication and the characteristic X-ray appearances 
were seen in one-third of the cases of paraffin poisoning. 

Household poisons and insecticides: Cockroaches and 
other insects abound in Durban, and it was not sur- 
prising to find that 8 children had swallowed a roach- 
poison containing arsenic and 2 other children insecti- 
cides. There were 3 cases caused by rat poison in which 
the children discovered and ate crusts of bread which 
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had been smeared with the poison. Many rat poisons 
contain phosphorus and are potentially very dangerous. 
Fortunately, in all 3 cases the poison had been applied 
to the bait many days before and was probably 
innocuous. 

(d) Poisonous Plants. Eight children ate poisonous 
berries or plants and were admitted with symptoms of 
poisoning but in only 2 cases was the identity of the plant 
known; one was a gula-gula berry and the other a 
mushroom. The remaining 6 cases were listed as being 
caused by ‘unknown berries’; the symptoms resembled 
those of belladonna or stinkblaar poisoning.' 

(e) Miscellaneous. This group of 7 children contained 
examples of poisoning by such substances as creosote, 
paint, fertilizer and ‘dry ice’ as well as a baby who had 
been given an over-generous tot of brandy and was 
‘dead-drunk’. There was also a case of lead poisoning 
caused by the inhalation of lead fumes from burning 
batteries. 

Discussion 

In the majority of cases these accidents need never have 
occurred. Fortunately there were no deaths and the 
average stay in hospital was only 4 days. In this respect 


TABLE Hl. BURNS 


0-1 1-2 2-3 3-4 


Scalds aa a 23 15 11 
Burns RF ; ar 3 5 I 5 
Sunburn a 

Unspecified ‘ se I ] 


Total 24 29 17 16 


we were fortunate, since the mortality from accidental 
poisoning is usually 1° of the admissions. Craig* has 
estimated that there is one death from accidental poison- 
ing for every 20 deaths due to road accidents. 

Attention has already been drawn to the fact that 
accidental poisoning occurs mainly in the 2nd and 3rd 
years. Parents should realize that at this age a child will 
sample almost anything and the risk of poisoning is ever 
present. There is, therefore, no excuse for leaving 
medicaments, caustic fluids, antiseptics and poisons 
within reach of a toddler. If these substances were 
locked away accidental poisoning would seldom occur. 
Instead, a lemonade bottle containing paraffin or caustic 
soda may be found within easy access of young children 
in many households. 

A disturbing feature about many cases of poisoning by 
medicaments was that the doctor or chemist had failed 
to stress that the drug was potentially poisonous and 
had prescribed unnecessarily large quantities. Parents 
should be encouraged to destroy any unfinished tablets 
and medicines. 

One of the difficulties in treating cases of accidental 
poisoning is that the poisonous constituent of a prepara- 
tion may not be known. Rodman® recently published 
a survey of potentially harmful household products and 
concluded that ‘more adequate labelling of articles 
capable of producing poisoning if used other than 
directed’ was desirable. He also recommended that 


‘such a label should indicate the necessity of keeping the 
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product out of reach of children and it ought to list any 
potentially poisonous ingredient’. 


2. BURNS AND SCALDS 


Burns and scalds were responsible for the admission of 
148 children to hospital for an average period of 17 days 
and caused 4 deaths. Once more boys outnumbered girls 
in the proportion of 98 to 50. The cases were divided 
into scalds, burns, sunburn and an unspecified group, 
and the number of cases in each group is shown below: 


Scalds “s vs a a aa 105 
Burns 34 
Sunburn 6 
Unspecified 3 


Age Incidence. As indicated in Table I, the greatest 
incidence of burns as a whole occurred in the first 
2 years of life. The age distribution of the different 
kinds of burns is shown in Table II, from which it will 
be noted that while scalds occurred mainly in the early 
years of childhood other burns were distributed more 
evenly. 

The Causes of Burns and Scalds. Scalds were caused 
by the spilling of hot water (67 cases), hot drinks (18 


AND SCALDS BY AGE 


4-5 5-6 6-7 7-8 8-9 9-10 10-11 11-12 12-13 Total 
14 8 8 ] 3 0 0 1 2 105 
4 l 2 5 2 0 I 0 3 34 

l ] 2 l 1 6 

I 3 

18 10 11 6 7 | 2 2 5 148 


cases), soup or porridge (7 cases) and hot fat or o 
(3 cases). In addition, 10 children fell into pots or bath 
of hot water. In 3 cases the details of how the children 
were scalded had not been recorded. 

The agents responsible for the burns were more 
varied; they were as follows: 


1. Hot irons and stoves 7 cases 
2. Blazing clothes or bedding 6 cases 
3. Petrol, paraffin or benzene 9 cases 
4. Cresolene lamps 2 cases 
5. Electric appliances 2 cases 
6. Open fires ; 4 cases 
7. Unstated causes 4 cases 
Deaths. There were 4 deaths from burns and scalds; 


viz. 2 children aged 3 weeks and 3 years respectively, 
who were burnt when their bed-clothes caught alight, 
and 2 fatalities from scalds—a baby of 11 months who 
was scalded by boiling water and a boy aged 4 years 
who fell into a pot of hot water. 
Discussion 

If the number of scalds is to be reduced much greater 
care must be taken to prevent hot water being spilt over 
children. Surely every mother must know that the spouts 
of kettles and the handles of pots should be turned 
inwards so that a small child cannot grasp them; yet this 
simple precaution is ignored repeatedly. It is not so well 
appreciated that the ‘high chair’ has a very bad record 
in this connection because it is often so placed that a 
child can clutch the tea-pot or hot-water jug. 
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In Durban an open fire is seldom needed and many 
homes contain no fire-places; consequently there is not 
the same hazard of clothes catching alight here as in 
colder places. Few mothers seem to realize that some of 
the materials used for night attire or dresses are danger- 
ously inflammable. 


3. FOREIGN BODIES 


In this group of 88 cases, foreign bodies were swallowed 
(61 cases), inhaled (6 cases), inserted into the ears or nose 
(12 cases) or lodged in the soft tissues (9 cases). For 
once, girls exceeded boys in the proportion of 47 cases 
to 41. More than one-haif of the patients were in the 
2nd, 3rd and 4th years of life (Table I). There were no 
deaths. 

Foreign bodies in the nose or ears or in the soft tissues 
are simple to deal with and will not be discussed. 

Ingestion was the commonest foreign-body accident 
and 61 children were admitted for this reason. Many 
hospitals have a bizarre display of trophies retrieved 
from their patients’ insides and the 26 different objects 
swallowed in this series would have provided a useful 
basis for such a collection. Coins (12 cases) headed the 
list and in 8 instances the coin stuck at the thoracic inlet 
and had to be removed. A chequer, a toy aeroplane and 
3 pins also stuck at this site. If a foreign body negotiates 
the thoracic inlet and reaches the stomach it will usually 
continue through the intestine without difficulty. Good 
examples of this were provided by the successful passage 
of a fish hook and a portion of a razor blade. This did 
not invariably happen, however, and in one case a 
bamboo splinter perforated the ileum. 

Inhalation of foreign bodies is an important and urgent 
medical problem. The 6 cases recorded required bron- 
choscopy for the removal of the foreign body. In one 
case the procedure was technically difficult and a second 
attempt had to be made before the piece of mealie stalk 
was removed completely. This child developed bronchi- 
ectasis and eventually underwent a lobectomy. 


4. FALLS 


Falls were the largest single cause of accidents; they 
accounted for 329 admissions. Of these, 205 were boys 
and 124 girls. There were 3 deaths. 

Age Incidence. Though common at all ages, falls 
were most frequent between the 3rd and 8th years of 
life (Table I). Thereafter, the number decreased but the 
proportion of accidents due to falls remained constant. 

Classification of Falls. The simplest method of 
analysing this large group of cases was to divide them 
into 2 types: (a) ‘falls on the flat’ and (4) falls from a 
height. The latter group was then subdivided to show 
irom what the children had fallen: 


(a) Falls on flat 177 cases 
(6) Falls from height 

Buildings oe i * so met 

Trees .. ~ a nS .. ae 

Walls and fences ie a oa ae 

Furniture i Ey .. 21 4152 cases 

Swings. . ns *f a ve Oa 

Horses. . Ks - wa ‘a ae 

Stairs .. ‘ i aa wa a 


Miscellaneous ee ne - 
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Nature of Injuries sustained. Though injuries of all 
kinds occurred and were often multiple, certain types 
predominated. The distribution of these is shown in 
the following table: 


Falls on Flat Falls from Height 


No. . No. y 
Injuries of of of of 

cases total cases total 
Concussion gaa a 40 23 65 44 
Fractured Skull ie 9 5 21 14 
Fractured Humerus... 53 30 27 17 
Fractured Forearm fe 21 12 17 10 


Deaths. The 3 deaths were caused by fractured skulls 
resulting from falls from a height. These were (a) a girl 
aged 9 months, who fell from a high chair, (5) a boy aged 
1 year who fell from a balcony and (c) a boy of 5 years 
who fell from a wall. 


Discussion 


Because this survey deals only with children who were 
admitted as in-patients, it must be noted that simple 
fractures of the fore-arm and uncomplicated supra- 
condylar fractures were usually treated in the orthopaedic 
out-patient clinic. These are common fractures in 
childhood and the morbidity from falls is therefore 
greater than shown in this paper. For the same reason 
there may be an exaggeration of the proportion of head 
injuries, but it is interesting to note that Jacobziner,' in 
a survey of 1,000 non-fatal accidents in pre-school 
children, found that out of 412 falls 340 involved the 
head and 31 the arms. He also stated that the liability 
to head injuries diminished as children grew older. The 
present investigation confirmed that head injuries were 
a common sequel of falls. This was specially true of falls 
from a height, as was shown by the fact that there were 
65 cases of concussion and 21 of fractured skull out of a 
total of 152 such falls. The same preponderance was not 
found in falls on the flat but even so there were 40 cases 
of concussion and 9 fractured skulls in these cases 
compared with 53 cases of fractured humerus. 

Most children, because of their adventurous activities, 
are prone to fall, and this must be accepted as a normal 
hazard of growing up. Fortunately, serious injury is 
relatively rare although occasionally an apparently 
trivial fall may have quite serious effects. A bizarre 
example of this was provided by a child who fell off his 
pot and was so severely concussed that he had to be 
admitted to hospital for 4 days! An analysis of ‘falls 
from a height’ in this series revealed that inadequate 
supervision was the reason for some of these serious 
accidents. For instance, 27 out of 32 children fell from 
the roof or an upper storey of a building and 10 of them 
were under 2 years of age. Likewise, many of the falls 
from trees, walls and stairs could have been prevented 
by more effective control. 


5. ROAD ACCIDENTS 


As a result of road or traffic accidents, 201 children were 
injured and, of these, 128 were boys and 73 girls. There 
were 2 deaths. The following table shows the various 
kinds of accidents and the number of children involved: 
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1. Collisions between .. (a) child and car - ke 83 6. MISCELLANEOUS ACCIDENTS 
(b) child and cycle ss ne 19 
(c) cyclistandcar.. , i2 Various unrelated causes of accidents were grouped 
>? Fallsfrom .. ia cor or bus .. ; i. 2 together in this section and the 178 cases are analysed 
(b) bicycle i 7 4s in the following table: 
3 > Neer . i , : 
Passengers injured .. ; i a 7 , 16 Type of Accident — Desi 
Total , es wa a 201. (a) Gunshot wounds i 9 2 
(b) Drowning ae =F i - 1 0 
. Tk > . . > ‘ ; ’ 5 
Age Incidence. The number of road accidents was a cr dency ca a o si = ; 
fairly constant at all ages between the 3rd and 13th years (¢) Falling objects .. ay ro < 24 0 
of life, and rare in infancy (Table 1). Within the group (/) Eye injuries... os = a 24 0 
there were differences. For instance, 31 out of 57 cyclists ie) be gy me ge ‘ “° “. = 0 
were between the ages of 10 and 12 years. In contrast ‘) ICKS, Dlows, etc. ES ETS DR 0 
to these figures, 25 out of 26 falls from cars or buses Total 178 > 


occurred between the 2nd and 7th years and three- 
quarters of the children knocked down by motor vehicles 
were between 3 and 9 years old. 


Nature of the Injuries 


The injuries sustained in the 201 road accidents are 
shown in Table III. It will be noted that head injuries 


TABLE tll. NATURE 
Head Fractured 
Type of Accident Iniur) Skull 

Collisions 

(a) Child and Car . is - 32 & 

(hb) Child and Cycle a at 1] 2 

(c) Cyclist and Car : on 5 2 
Falls 

(a) Car or Bus iia ‘a 13 11 

(b) Bicycle .. : ‘a 18 6 
Passenger in Car . és ‘ x 3 


and fractured skulls (119 cases) were the predominant 
lesion (59°) in the group as a whole and were especially 
common in falls from moving vehicles (24 out of 25 
cases). The same tendency existed in accidents caused 
by collisions but the injuries were more varied and often 
multiple. For instance, fractured femurs (13 cases) and 
tibiae (12 cases) were relatively common when a child 
was knocked down by a car or bus. 

Deaths. The 2 deaths from traflic accidents were of 
children who were knocked down by motor vehicles 
and died from their injuries, one a boy aged 4 years 
and the other a girl of 3 years. 


Discussion 


The absence of information about the number of children 
who were killed instantly or died before reaching hospital 
as the result of traffic accidents has been commented 
upon previously; this was thought to explain the low 
death rate. The Durban City Police, however, had 
records of all the traffic accidents in which a European 
child under 16 years of age had been injured during the 
years under review, and these showed that 9 children 
had been killed and 272 injured. If allowances are made 
for the fact that this survey is concerned with children 
under 13 years of age the results appear to be com- 
parable. 





As usual, boys outnumbered girls in the proportion 
of 126 admissions to 52. 

Gun-shot wounds. These accidents were of 2 distinct 
types. In one a child handled a gun (usually an air-gun) 
carelessly, and in the other was the victim of a shooting 
affray. Six children were wounded through playing 


AND FREQUENCY OF INJURIES SUSTAINED IN TRAFFIC ACCIDENTS 


Fractured Fractured Fractured Fractured Ruptured 
Femur Tib. and Fib. Humerus Forearm Viscera 
13 12 2 3 4 
0 3 1 1 0 
| l 1 1 0 
0 0 l 0 0 
I 0 3 5 l 
0 0 0 0 0 


with guns but the only serious injury was the loss of an 
eye. In contrast to this, 2 of the 3 children shot at by 
unbalanced parents were killed. 

Drowning. In view of the close proximity of the 
hospital to the popular bathing beaches it was surprising 
to find that a boy aged 7 years was the only case of 
drowning admitted to hospital. He made a good 
recovery. 

Bites and Stings. There were no fatalities in this group 
of 24 cases; !2 children were bitten by snakes, 8 by dogs, 
3 by spiders and | stung by a ‘blue-bottle’. 

Broken Glass. The causes of the 21 accidents were 
(1) broken bottles and cups, 11 cases, and (2) broken 
windows and doors, 10 cases. The common wound was 
a laceration of the hands, forearm or foot, but 1] 
children sustained severance of tendons, 2 of major 
nerves and | of the radial artery. 

Falling objects injured 24 children and were responsible 
for such serious injuries as fractured femurs (3), fractured 
tibiae (2), fractured pelvis (1), and fractured skull (1). 
Masonry dropped on 5 children and walls or pillars 
collapsed on another 5. 

Eye Injuries. Blows accounted for 18 out of the 24 
injuries to the eyes. There were also 2 chemical burns, 
2 cigarette burns and 2 penetrating wounds of the eye. 
The additional case of a child who lost an eye in 4 
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shooting accident has been included under gunshot 
wounds. 

Trapped Fingers. This is a common and troublesome 
accident in childhood. The SO cases in this group 
represent the more serious injuries and include 24 com- 
pound fractures of the fingers and 19 traumatic 
amputations of fingers. By far the majority of the 
accidents were due to a slamming door. 

Kicks, Blows, etc. This group of 25 cases contains an 
assortment of accidents. It includes 3 children who were 
kicked by animals, 10 who were struck by swings, and a 
girl who dislocated her patella whilst surfing. 


PREVENTION OF CHILD ACCIDENTS 


There is little doubt that many accidents in childhood 
are preventable. This is particularly true of the early 
years of life when the child is, or should be, under his 
mother’s direct supervision at home. The fact that 
children can move with such startling speed and their 
actions are so unpredictable means that an apparently 
safe situation may be transformed into one of danger 
within a fraction of a second. Dangers to children 
cannot be entirely eliminated even in the best home 
environment, because their inexperience, incoordination 
and natural curiosity accentuate the potential perils in 
their surroundings. Many accidents are the result of 
a combination of circumstances and serious mishaps 
can only be avoided by constant vigilance and fore- 
thought. In order to prevent accidents the parents 
must try to anticipate dangers and the doctor can assist 
by warning them in advance of the potential risks at 
each age. The older child has to accept some responsi- 
bility for his own safety and should be taught or set a 
good example by his parents in the methods of avoiding 
injury. Children need not be protected from trivial 
dangers for, as Shaffer* points out, minor, mildly painful 
accidents serve to teach them caution and good judgment. 


NEWBORN NON-EUROPEAN 
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In younger children the only effective means of reducing 
the number of accidents is proper supervision, and the 
primary responsibility for this rests on the parents. 


SUMMARY 


1. During a 5-year period 1,070 out of 10,154 ad- 
missions to the Addington Children’s Hospital were due 
to accidents. These comprised poisoning, burns and 
scalds, foreign bodies, falls, traffic accidents and a 
miscellaneous group. Boys outnumbered girls in the 
proportion of 7:4. There were 11 deaths. 

2. The accident rate was greatest during the 2nd and 
3rd years of life because accidents from scalds, poisons 
and foreign bodies occurred so often at these ages. Falls 
from or collisions with motor vehicles were the common 
traffic accidents up to the age of 9 years, and thereafter 
the number of cycle accidents increased. Falls were 
frequent in all age-groups and caused a high proportion 
of head injuries. 

3. More thought and care on the part of parents 
would greatly reduce the number of accidents in child- 
hood. 


I wish to express my thanks to Dr. H. L. Wallace, Senior Visiting 
Paediatrician, Addington Children’s Hospital, for his help in the 
preparation of this paper, to Mr. A. J. Graham, Chief Constable, 
Durban City Police, for information about traffic accidents and 
to Dr. J. V. Tanchel, Superintendent, Addington Hospital, for 
permission to publish this paper. 
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INFANTS: A REPORT 


ROBERT MCDONALD, M.A., D.M., D.C.H. 


Cape Town 


St. Monica’s, a maternity home for non-Europeans in 
Cape Town, was moved early in 1951 from the 
inadequate premises used since its opening in 1917 to 
a newly built and fuily equipped hospital. In this paper 
a study is made of the first 5,208 babies, 5.000 of them 
live born, dealt with in the new building. The time 
covered is from January 1951 to mid-November 1955, 
a period of nearly 5 years. The infants born before 
arrival at the Home numbered 408: all the rest were 
born in the hospital. 

An article by Barrow! analysed 1,617 consecutive 
births in the old premises over a 3-year period from 
1947 to early 1950. As the analyses in this account are 
not made in quite the same way it is not intended to 
draw comparisons between the two series. 

While some of the patients attending the hospital’s 


antenatal clinics are delivered in their own homes, there 
is not any selection for delivery in hospital as regards 
parity or maternal age, except that as far as possible 
those patients with major abnormalities of pregnancy 
or serious disease are admitted, especially those likely 
to require surgical assistance. It should therefore be 
pointed out that with operating theatre facilities now 
available a greater number of abnormal cases are dealt 
with than was previously possible. 

A number of patients who had had no antenatal care 
at the hospital, and frequently none anywhere, were 
admitted as emergencies. There were 479 such cases in 
the period under review. In 1951 the emergency 
admissions numbered 33, in 1954 98, and in 1955 they 
had reached 161 by mid-November, a considerable rise 
in the last 2 years, although the total admissions per 
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year did not vary very much. Emergency admissions 
must inevitably increase the number of still births and 
neonatal deaths as well as the premature-birth rate and 
the figures which follow are probably higher than those 
for the non-European community of Cape Town as a 

whole. 
The numbers of live-born Cape Coloured and Bantu 
babies are listed in Table I, together with the sex distri- 
TABLE I. 


LIVE BIRTHS: RACE AND SEX DISTRIBUTION 


Race Total Male Female 
Coloured 3,729 1,841 1,888 
Bantu 1,271 638 633 
bution. There were about 3 times as many Coloured 


infants as Bantu, with the sex distribution in the 2 groups 
approximately equal. 


Weights 
Table II gives the average birth weights for the whole 


series as well as for each racial group and sex. Bantu 
TABLE Il. AVERAGE WEIGHTS BY RACE AND SEX 
Sex Total Coloured Bantu 
Both sexes 6 Ib 14 oz 6 Ib 13 oz 7lb 302 
Males 6 Ib 15 oz 6 Ib 13 oz 7\lb Soz 
Females .. 6 lb 13 oz 6 lb 13 oz 7Ilb Ooz 


babies, on the average, weighed more than Coloured 
ones, and the male Bantu infants tended to be heavier 
than the females. The Coloured babies showed no 
weight difference in the two sexes. 

Anderson et a/.* compared the birth weights of several 
thousand white and negro infants in the United States. 
White males averaged 7 Ib 6 oz and females 7 Ib 2 oz. 
The figures for non-white babies were 6 Ib 15 oz for males 
and 6 lb 11 oz for females. An article by Salber,* giving 
figures for groups in Durban and Cape Town, reported 
the average birth weight for Coloured babies as 
6°85 Ib-+-1-18 lb and for Bantu babies as 6-77 Ib+ 
1-12 lb. Woodrow and Robertson‘ surveyed the heights 
and weights of Coloured children in Cape Town at 
different ages. The average birth weight of 1,000 Cape 
coloured babies born in local hospitals during 1947 and 
1948 was found to be 7 Ib 5 oz, a similar number of 
white babies in the same period averaging 7 lb 11 oz. 
Barrow’s' article gives weights for mature babies only 
and cannot be compared with the present findings. 

In this hospital, therefore, the Coloured babies tended 
to weigh less at birth than those reported in Woodrow 
and Robertson’s paper, but approximately the same as 
in Salber’s cases. On the other hand the Bantu babies 
were, on the average, heavier than those reported by 
Salber in South Africa and the negro babies reported 
by Anderson ef a/. in the United States. 


TABLE Ill. AVERAGE WEIGHTS IN RELATION TO PARITY 


Parity Total Coloured Bantu 
Ist baby .. 6lb 9 oz 6lb 8 oz 6 Ib 15 oz 
2nd baby 6 Ib 13 oz 6 Ib 11 oz 6 Ib 15 oz 
3rd baby 6 Ib 15 oz 6 Ib 13 oz 7Ilb 302 
4th or more 7Tlb Ooz 6 Ib 14 oz 7lb 402 


S.A. MEDICAL JOURNAL 





27 October 1956 


TABLE IV. AVERAGE WEIGHTS FOR MATERNAL AGE GROUPS 
Age-groups Total Coloured Bantu 
( Years) 

20 and under 6 Ib 10 oz 6lb 90z 6 Ib 13 oz 
21-25 6 lb 14 oz 6élb120z TIb 202 
26-30 7lb 202 71lb Ooz TiIb 407 
31-35... 7lb 20z 7lb Ooz 7TIb Soz 
Over 35 .. 7lb 402 7lb 20z 7Tlb 9q@ 


Tables Ill and IV indicate average birth weights in 
relation to parity and maternal age in both races. These 
follow the expected pattern of increase with increasing 
birth rank and maternal age in both Coloured and 
Bantu groups. 


Stillbirths 


Of the 5,208 babies 208 were stillborn, an incidence 
of 39-9 per 1,000. In 98 instances the mothers were 
unbooked emergency cases, and in 15 of them the baby 
had been born before reaching hospital. The stillbirth 
figure for booked cases only was 23-3 per 1,000. 

In Aberdeen, Scotland, the stillbirth rate for 1940 was 
given by Baird® as 39-4, but in 1951 this had fallen to 21. 
Crosse,® in a survey of the Birmingham figures for 1954, 
found an incidence of 21-8 per 1,000 total births. All 
these figures were, of course, for white babies. In the 
USA the 1951 rate was 22-6 per 1,000 live births, it 
being 20 for white and 39-1 for non-white babies 
(Greenhill’). The last figures are similar to those in this 
paper and those for Aberdeen in 1940. 

Insufficient autopsies were performed to make an 
analysis of the causes of stillbirth, but in 88 of the 208 
cases permaturity was a contributing factor, while there 
was associated antepartum haemorrhage in 47. Birth 
trauma, in some cases the primary cause of death, 
occurred in 30 cases and 6 had major congenital abnorm- 
alities. 


Multiple Births 


There were 81 pairs of twins and one set of triplets 
—1 in 64 and | in 5,208 respectively. Fourteen of the 
babies were stillborn, both twins in 5 cases and 2 of the 
triplets. Eleven died in the neonatal period, all of whom 
were premature. 


Premature Births 


Birth occurred prematurely in 675 cases, an incidence 
of 12-9%. Live-born premature babies numbered 587, 
or 11-7% of all the live births, 13-3° in the Coloured 
and 7:2% in the Bantu groups. Neonatal deaths 
claimed 100 of the premature infants, a mortality rate 
of 17-1%. 

Table V gives numbers and survival rates for live-born 
premature babies of different weights. The over-all 
survival rate was 83%, as compared with 87° at the 
Princess Mary Maternity hospital, Newcastle-upon-Tyne 
for the period 1951 to 1953 (figures supplied by Prof. D. 
Court) and 70-5% for the Sorrento premature unit in 
Birmingham between 1947 and 1950 (Crosse*). It 1s 


only fair to state that in Crosse’s unit there were many 
more babies in the weight groups under 3 Ib than in the 
present cases and that at the Sorrento premature unil 
babies over 5 Ib are admitted only if complications are 
present. 
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TABLE V. PREMATURE INFANTS 


Weights N 


Upto2Ib .. 
2lb 1 oz to 2 Ib 8 07 
tIb90zto3lb .. 
3 lb 1 oz to 3 Ib 8 oz 


3 1b 9 oz to 4 Ib ~ 
4lb 1 oz to 4!b 8 oz 


41b 9 oz to 5 lb - 
5 lb 1 oz to 5 Ib 8 oz 


Total 
° Sorrento Premature Unit, Birmingham. 
+ Admissions in this group only if complications present. 
t Princess Mary Maternity Hospital, Newcastle-upon-Tyne. 


+ 


Babies over 4 lb at birth presented no great problem, 
while those under 24 Ib nearly all died, a fairly general 
experience, except in some specially organized premature 
units. It is among the babies between these two extremes 
that a greater degree of salvage should be possible. 
Better figures might have been obtained if all the babies 
had been born in hospital and if all the mothers had had 
adequate antenatal care. In the latter case it could 
of course be argued that the pregnancy might, in a 
number of cases, have gone nearer term, resulting in 
heavier babies. 

The cause of death in the 100 premature babies who 
died is given in Table VI. Autopsies were not done in 


all cases. If they had been, a number of the unclassified 
TABLE VI. PREMATURE INFANTS, CAUSES OF DEATH 
Intracranial haemorrhage .. mh a 
Anoxia Be an a ea 5 
Atelectasis 7 
Congenital malformations 5° 
Broncho-pneumonia 13 
Congenital syphilis 2 
Septicaemia 2 
Haemorrhagic disease ‘of new wborn. l 
Volvulus of mid-gut . l 
Sclerema neonatorum l 
Erythroblastosis foetalis 2 
No cause determined 52 
Total 100 
* Congenital cystic kidneys 2, achondroplasia 1, oesophageal 
atresia 1, meningo-encephalocoele 1. 
deaths might have come under other headings. Included 


in the deaths are 21 babies admitted to the nursery after 
having been born elsewhere. A further 28 were born 
to mothers admitted as unbooked emergencies, so that 
in only half of the premature babies who died was there 
= or nursing control both before and during 
abour. 


Neonatal Deaths 


The total neonatal deaths numbered 180, a rate of 
36 per 1,000 live births. This seems a high figure when 
compared with Aberdeen, where the rate was 17-8 in 
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NUMBERS AND SURVIVAL RATES 
Survival Rates 
umber Deaths Present Series Crosse* Courtt 
1947-50 1951-53 

11 11 o% ° 4% ° 

14 12 14 }s ° 25% }u ' 
27 18 33% lero 466% Leno, 

39 13 66°, js ° 69-287 }s0 0 
49 16 67-4° L760 0% Yuen 

81 15 815% 76% = ggez }s7 ° 
115 1 90:4% 1 oco 93-4% leno 
251 4 98-4°, ? } 96 © 88-6%t }90 ° 
587 100 83°, 70-5% 87° 

1951 (Baird*), and Birmingham, where the rate was 


16-9 in 1954 (Crosse®); but the British rates are for 
whole cities whereas the present figures are for a hospital, 
where mortality rates are weighted by the maternal 
abnormalities encountered, the number of emergency 
cases and the babies admitted after birth. 

Table VII enumerates the conditions causing death 
in the neonatal period. (In the 2 cases of meningitis 
pneumococci were grown in one, no organisms being 

TABLE Vil. CAUSES OF NEONATAL DEATH 
Intracranial haemorrhage sa 21 
Failure to establish respiration (other than intracranial 
haemorrhage) a Hie es oa ee sil 26 
Infections . Se a es oe 32 
Bronchopneumonia 1 
Congenital syphilis 
Meningitis 
Tetanus neonatorum 
Gastro-enteritis 
Septicaemia ee ey i ne 
Congenital malformations ne aa oe a ei 14 
Congenital heart disease .. 
Congenital cystic kidneys 
Diaphragmatic hernia 
Achondroplasia 
Anencephalus “ 
Meningo-encephalocoele . . 
Oesophageal atresia 
Duodenal atresia 
Erythroblastosis foetalis 
Haemorrh igic disease of new born 
Sclerema neonatorum 
Aspiration of feed 
Ruptured liver 
Volvulus of mid-gut 
Mediastinal haematoma 
Pancreatic cyst = a 3 
Prematurity, no other cause discovered ws a - $2 
Unknown ~ = a te 7 or fe 22 
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Total 180 


found in the other. The death consequent on oesophageal 
atresia followed operation elsewhere. The duodenal 
atresia was discovered post-mortem. Of the 2 deaths 
from rupture of the liver, one delivery was normal and 
no rescuscitative measures were used; the other baby 
was not born in the hospital and details regarding the 
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birth and immediately after are not available. The 
mediastinal haematoma, the cause for which was not 
discovered, appeared to have caused death by com- 
pression of the great vessels.) 
Injuries, Diseases and Malformations 

These are shown in Table VIII. It is suspected that 
in the less important conditions the hospital records 


TABLE VIII, INJURIES, DISEASES AND MALFORMATIONS 
No. 
Condition of Remarks 
Cases 
Birth Trauma 
Intracranial haemorrhage 22 
Fractures 5 Humerus 2, Clavicle, femur, 


skull-depressed 


Facial palsy 8 All recovered 
Brachial palsy 3 Erb 2, Klumpke 1 
Ruptured liver 2 ? Traumatic 
Cephalhaematoma 50 Figures probably incomplete 
Infections 
Ophthalmia ne .. 66 Figures probably incomplete 
Skin and subcutaneous tis- 
sues 35 Mastitis 2 
Pneumonia 28 
Meningitis .. 2 
Gastro-enteritis 12 Deaths 2 
Congenital syphilis 4 
Tetenus neonatorum l 
Septicaemia 3 
Congenital Deformities 
Mongolism 3 
Hydrocephalus 3 
Anencephalus l 
Meningocoele : - 3 
Congenital dermal sinus .. 1 Discharging CSF—closed at 
operation 
Talipes 9 
Arthrogryposis | 
Achondroplasia l 
Cleft palate 7 
Hare lip 4 
Hernias 13 Inguinal 2, diaphragmatic 1, 
umbilical 10 
Atresia of alimentary tract .. 2 Ovsophageal 1, duodenal 1 
Volvulus of ileum .. 1 Short mesentery 
Pancreatic cyst 1 Died after operation for re- 
moval 
Imperforate anus | Membrane only 
Obstructive jaundice 2 Atresia of bile ducts 1, 
incomplete details | 
Congenital heart disease .. 13 
Congenital cystic kidneys 3. All died in neonatal period 
5 


Hypospadias ; 
Congenital laryngeal stridor I 

Other Conditions 

Deaths 3 (2 had 
transfusion, both 
terus) 


exchange 
kernic- 


Erythroblastosis foetalis .. 4 


Haemorrhagic disease of 

newborn 
Epulis I 
Sclerema neonatorium l 
Subcutaneous fat necrosis 4 
Mediastinal Haematoma l 


4 


are incomplete, but in major abnormal states the figures 
given are probably the true ones. 

The two cases of atresia of the alimentary tract 
represent an incidence of | in 2,500 live births. Louw® 


estimated the incidence of these conditions to be in the 
region of 1 in 3,000. 
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The 13 cases of congenital heart disease (0-26°% of 
the total) were diagnosed chiefly on the basis of cardiac 
murmurs. Gyllenswiard,’® writing on the significance of 
heart murmurs in the newborn, found murmurs, all 
systolic, in 0-5°% of 11,645 infants, but makes it clear 
that a considerable number of these disappear by 
the end of the first year. The subsequent history of the 
13 St. Monica’s babies with suspected congenital heart 
disease is not known, although some came to autopsy 
in the neonatal period, where the diagnosis was 
confirmed. 

Syphilis 

Most of the mothers had blood taken for a Wasser- 
mann test and in 310 cases this was positive, 243 in 
Coloured and 67 in Bantu mothers. There has been a 
progressive reduction in positive reactions since 195], 
when there were 119. In 1953 the figure had dropped to 
60 and by mid-November 1955 the figure for the year 
was only 18. These decreasing figures may perhaps 
reflect the efficacy of modern methods of treatment of 
the disease. During the whole period under review there 
were 4 babies who were recognized as having congenital 
syphilis. It is impossible to compare these with Barrow’s 
figures' as published, but it would appear that there has 
been an appreciable decrease of the disease among 
patients in this hospital since her paper was written. 


Rhesus Factor 


Routine testing for the Rhesus factor has been carried 
out since November 1954. In order to obtain more 
adequate figures for consideration these have been taken 
up to the end of February 1956, about 3} months beyond 
the time of the general survey in this paper. The numbers 
are for all patients tested, whether they were to be con- 
fined in hospital or at home. 

There were 52 Rh-negative cases out of a total of 
1,033 tested, a total incidence of 5°,. The race incidence 
was 4-:9% for Coloured and 5-4°% for Bantu. Other 
South African writers (Altman and Gaynor Lewis" and 
Zoutendyk"™) have found similar figures for the Bantu, 
but I have been unable to find any published figures 
for the Cape Coloured people. That they should have 
an Rh-negative incidence of under 5° was surprising, 
seeing that in so many other respects they tend to follow 
European patterns of disease. There were a number of 
Cape Malays—about 130—in the Coloured group. 
These being bound by ties of religion tend to marty 
among themselves. It was wondered whether they had 
a characteristic incidence which might be influencing 
the figure for Coloured patients. It was found, however, 
that the proportion of Rh-negative cases was practically 
the same as for the rest of the Coloured group. 

Erythroblastosis foetalis occurred in 4 babies delivered 
in the hospital. As any mother who was found to have 
Rh antibodies was admitted for delivery in hospital, 
it can be said that the disease occurred in 4 of the 52 
babies of Rh-negative mothers. 


SUMMARY 


An account is given of the first 5,208 babies at the new 
St. Monica’s Home in Cape Town, consisting of Cape 
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Coloured and Bantu infants. The birth weights for race 
and sex, degrees of parity and maternal age are tabulated. 
Consideration is given to stillbirths and premature 
babies, including survival rates and causes of death in 
the latter. The total neonatal deaths are also analysed. 
Injuries, diseases and malformations occurring in the 
babies are listed and particular reference is made to 
syphilis and the Rhesus factor. 
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PULMONARY TUBERCULOSIS IN RAIL AND DOCK WORKERS 


A PRELIMINARY REPORT 


E. H. Fine, M.B., B.Cu., P. Smit, M.B., B.CH. 
C.S..R. Research Unit in Tuberculosis, King George V Hospital, Durban 
and 
S. E. Cruise, M.A., F.S.S. 
Senior Lecturer in Statistics, University of Natal, Durban 


Previous mass X-ray surveys have indicated a high 
incidence of pulmonary tuberculosis amongst non- 
European industrial workers in Durban.’ During the 
latter part of 1954, an opportunity was taken to conduct 
an intensive survey of the South African Railways and 
Harbours employees; the largest controlled group of 
heavy labourers in this area. The object of this survey 
was to try, as far as possible, to X-ray all persons 
employed by the railways within the municipal boundary. 


METHOD AND PROCEDURE 


The mass X-ray unit (70 mm.) visited each section of 
railway in turn, and with the aid of complete employment 
lists all employees were checked as the X-raying took 
place. Particulars regarding name, sex, race, age and 
specific occupation were written on special numbered 
X-ray cards. All films showing doubtful or suspicious 
lesions were noted and ‘followed-up’ at the Durban 
Chest Clinic with 10 « 15 inch X-rays and clinical 
investigation. When the diagnosis had been established 
the case was referred to the local hospital or treated as 
an out-patient. All significant cases of tuberculosis were 
therefore placed under adequate medical supervision. 
The examination was on a voluntary basis and, although 
no person was obliged to have his X-ray taken, the 
response on the whole was excellent. Allowing for the 
normal number of non-European workers on leave or 
at work on ‘new’ rail projects outside the city limits, 
practically all rail workers were X-rayed. The question 
of selection in this particular group therefore becomes 
a matter of little significance. The Europeans, on the 
other hand, often refused X-ray on personal grounds 
and findings concerning them must be treated with 
caution, since the results may not be truly representative 
of the entire European railway population. 


At the completion of the survey a special effort was 
made to X-ray all Native labourers living in two large 
compounds on the docks. One of these compounds only 
housed daily-paid workers (‘togt-boys’), who provide 
their own food, while in the other (Brown’s Road 
compound) board and lodging was provided for 
monthly-paid ‘permanent’ labourers. 


RESULTS AND OBSERVATIONS 


There were 17,719 railway workers employed within the 
Durban municipal area when the survey was undertaken. 
The number X-rayed totalled 15,265 (86-15%), and 
consisted of all 4 races living in South Africa, i.e. White, 
Coloured, Asiatic and Native. Of the 15,265 persons 
X-rayed, 6,026 were Europeans (39-47 °), 115 Coloured 
(0-75%), 539 Asiatics (3-53°%) and 8,585 Natives 
(56-20°%). 

Table I shows the distribution of the 15,265 workers 
X-rayed by age, sex and race. Excluding 5 Asiatic 
females (cloak-room attendants and not shown on this 
table) the only other females employed by the railways 
in Durban were Europeans. 

Out of 15,265 persons X-rayed, 293 were found to be 
affected, i.e. 1-92°%. Table Il shows, for comparison, 
the ‘expected’ number of cases in each group together 
with the actual number observed; e.g. in the 20-29 age- 
group of European males, 1,291 persons were examined, 
and the expected number of cases is 1-92°% of 1,291 
24-78. Actually only 2 cases were observed. We assume 
as a null hypothesis that each person has the same 
probability (-0192) of being affected, in which case the 
observed numbers should follow a Poisson distribution. 
Departures from this hypothesis, with levels of signi- 
ficance, are shown by asterisks. Two deviations stand 
out: (i) Increase in prevalence with age, and (ii) higher 
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TABLE I. DISTRIBUTION OF DURBAN RAILWORKERS BY RACE AND SEX (1954-55) 
Age-group European Coloured Asiatic Native Total 
( Years) Male Female Male Male Male Eur. Non-Eur. Total 
“ 15—19 487 179 4 3 103 666 110 716 
“wo 20—29.. 1,291 89 39 135 1,980 1,380 2,154 3,534 
62 30—39 .. 1,507 38 24 208 4,305 1,545 4,537 6,082 
> = 40-49 1,317 23 34 113 1,689 1,340 1,836 3,176 
‘sx 50—S9 882 6 14 66 489 888 569 1,457 
S 60+ 204 3 - 14 19 207 33 240 
Zz : ee “= aniaianis ete 
Total 5,688 338 115 539 8,585 6,026 9,239 15,265 
Number not X-rayed... oe 1,532 922 2,454 
Total number employed. . 7,552 10,161 17,719 
%% X-raved 79-07 90-92 86°15 
TABLE Il. PREVALENCE OF ACTIVE PULMONARY TUBERCULOSIS IN 15,265 RAILWORKERS 
Number of Cases Percentage 
4ge-group (years) European Coloured Asiatic Native Total European Coloured Asiatic Native Tota 
Male Female Male Male Male Male Female Male Male Male 
15—19 0 ! 0 0 1 2 0 0-56 0-97 0-26 
(9-34) (3-44) (0-08) (0-06) (1-98) (14-89) ose bd 
20—29 2 0 0 0 38 40 0-15 1-92 1-13 
(24-78) (1-71) (0-75) (2-59) (38-00) (67-83) eos — . oe 
30—39 6 0 0 104 114 0-40 —- 1-92 2-42 1-87 
(28-93) (0-73) (0-46) (3-99) (82-63) (116-74) soe 7 
+? tee 
4049 5 0 0 2 4 91 0-38 _— 1-77 4-97 2-87 
(25-27) (0-44) (0-65) (2-17) (32-42) (60-96) ++? 
ee . 
50—59 i! 0 0 1 29 4! 1-25 - 1-52 5-93 2-81 
(16-93) (0-12) (0-27) (1-27) (9-39) (27-97) 
+? 
60 1 0 0 4 5 0-49 — 21-05 2-08 
(3-92) (0-06) (0-27) (0-36) (4-61) 
Total 25 l 0 7 260 293 0-44 0-30 1-30 3-03 1-92 
(109-21) (6°49) (2°21) (10-34) (164-83) 


Number of cases observed 
number of cases expected 


Plain figures 
Figures in brackets 


* Significant at 5°% level 

**Significant at 1% level 

*** Significant at 0-1°% level 

Asterisks above observed percentage indicate that it is abnormally 
high; below, abnormally low 


TABLE Ill. COMPARATIVE TABLE FOR TWO GROUPS OF NATIVE MALES 
Togt-Boys’ Compound Brown's Road Compound 

Age-group (years) Number Number p 4 Number Number 3 

X-rayed cases cases X-rayed cases cases 
15—19 56 . 
20—29 .. 388 7 1-80 215 2 0-93 
30—39 .. 309 10 3-24 893 30 3-36 
40—49 131 I 1-7 206 11 5-33 
50—59 .. “ as aa - - ‘i 49 3 6-12 28 - 
60 ss aa - - ii “in - 4 z 50-00 I 
Total X-rayed .. ind - re ‘ i 937 23 2-45 1,343 43 3-20 
Total not X-rayed “a “ os a “a 8 66 
Total employed ‘ 945 1,409 
% X-rayed 99-15 95-31 


prevalence among Natives than among Europeans. 

The increase with age has been noted in a previous 
study.” As there is some evidence for suspecting bias 
in the European figures, due to refusal to cooperate, the 
second deviation may not exist among the whole 
population. Our results are unfortunately inconclusive 
on this point. 

In Table III the prevalence is compared amongst the 
daily-paid Native labourers (togt-boys), who live in a 
compound where they provide their own food and 
amongst the ‘permanent’ monthly-paid Native labourers, 
who are provided with board and lodging. Unfortunate- 
ly, the age-distributions are very different, but in the 
30-39 age-group, which is a large group in both cases, 
the percentages are very close. The numbers of cases 


in the other groups are too small to give any significant 
deviation. 


SUMMARY 


A survey of all dock and rail workers employed in 
Durban is described, in which 15,265 workers were 
X-rayed out of a total of 17,719 (86-15% coverage). 
The material consisted of workers in 4 different races 
and all age-groups. 
The material is presented in tables, with preliminary) 
conclusions drawn from the statistically significant data. 


REFERENCES 
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NATURAL CHILDBIRTH 


Mrs. L. STERNWEILER 


Cape 


Slowly but surely the story of ‘natural childbirth is spreading 
and prejudice is being outweighed by the first-hand evidence 
of thousands of mothers who refer to their experience of child- 
birth as “the greatest thrill of my life’. 

What makes labour quicker, smoother and easier? The first 
answer to this question was provided by Minnie Randell who 
wrote, ‘ignorance leads to fear, fear to tension and tension to a 
long and hard labour’. In addition to the removal of ignorance, 
fear and tension | should like to add fitness, happiness and being 
prepared to do a job well. 

Here is my method for preparing a patient for natural child- 
birth: 


1. Getting her fit for the job 


As one can see from our daily newspapers, rugby players have 
to be trained and drilled in order to attain complete fitness. Thus 
they will be in the excellent physical state required for the game. 
Yet thousands of women undertake their biggest achievement 
childbirth—unprepared. 

With first babies the training should start within 16 weeks of 
pregnancy. This gives mothers plenty of time to practice and 
learn and absorb the teaching. Repeat classes for further babies 
are essential but training can be done in 2-3 months during these 
pregnancies. For this latter group the need to become fit is most 
important as their abdominal muscles have been markedly stretched 
by previous pregnancies. Although the first stage is shorter, 
contractions are much stronger and the need for controlled breath- 
ing is as great as, with first babies, or even greater. Renewed 
practice is most necessary for success. 


2. Relaxing 


This is one of the most difficult aspects of the training. Ten 
minutes of each class is devoted to relaxing exercises, but per- 
fection is attained only after daily practice for 3-4 months. 

On the subject of relaxing, there are few who realize the im- 
portant relationship between the jaw and the abdomen. A relaxed, 
dropped jaw makes for easy relaxation of the abdominal muscles. 
3. Breathing Exercises 

Strong muscle-groups in the womb which should act in harmony 
will not work harmoniously or coordinately under nervous tension. 
This delays the progress of labour and may lead to severe pain. 
The pain gives rise to fear, and fear in turn to tension. A vicious 
circle is thus established and the result, generally speaking, is a 
long and difficult labour. 

‘Natural childbirth is nothing but mind over matter’ a leading 
gynaecologist once told me; and to teach women to accomplish 
this and to instil in them the confidence which comes with know- 
edge is the most important aspect of the preparation for natural 
childbirth. 

One method of breathing in 
parts: 

Breathing 1. A very slow rhythmical breathing-in from the 
abdomen followed by slow breathing-out in the form of a very 
slow sigh from the chest. This should be kept as deep- sounding 
8 possible in order to prevent the abdomen from drawing in. 

Breathing 2. Once contractions become stronger and the womb 
shorter and thicker on top, it is not advisable to use the diaphragm 
at all, and a faster breathing, entirely from the chest, is used to 
keep the patient fully occupied. This can be compared with an 
engine steaming up an incline. Copying the rhythmical movement 
$ another factor in ‘mind over matter’ training. It is one of the 
nost tiring exercises and one has to see that the intake of breath 
Snot so heavy nor the breathing so fast as to result in giddiness. 

Breathing 3. Towards the end of the first stage, when the transi- 
ion stage nears and the patient becomes weary because of the 
closely-spaced contractions, I have found that a moan or groan 
relieves tension most effectively. After a very short inhalation 
the patient can get rid of her feelings with a lengthy sigh or groan 
(rather a sigh than a cry). Here again the diaphragm should not 
come into action and breathing must be purely from the chest. 


the first stage is divided into 3 


Town 


It is most difficult to get patients to breathe perfectly and I 
wish more doctors had time to watch them while being instructed. 
The doctors would then realize that the exercises are hard work 
and that the situation is far from what a young doctor suggested 
recently, when he said, ‘Let’s watch the girls play’. 

There are many positions for first-stage contractions, but the 
emphasis is always on squatting, whether in a standing or sitting 
position. When a patient gets on to the labour bed, the most 
relaxing position to adopt is 4 be on one side with one arm 
hanging over the side of the bed. If discomfort in the lower back 
is abnormally heavy, the most ‘Advisable position for the patient 
is sitting on her heels on the bed with her knees wide apart, elbows 
on the bed supporting the forehead (not the chin). There is then 
no possibility of much muscle contraction and there is no working 
against the normal dilation of the cervix. 

The greatest help against this backache is a rhythmical massage 
of the lower part of the spine. Whilst breathing in, a light up- 
ward movement of the palm begins the circle, whilst a hard 
rubbing down the back accompanies the sigh and relieves a great 
deal of discomfort. It must be watched that massaging is done 
rythmically to the speed of the breathing as otherwise it is only 
disturbing. 


Other Exercises and Instruction 


4. Exercises. These are divided into loosening the joints, 
stretching the pelvis, keeping the abdominal muscles from slacken- 
ing, correcting posture, exercising the back against sacro-iliac 
or lower-spine pain, strengthening the bust muscles, feet and leg 
exercises, and many more. All exercises are done without any 
strain. They are designed to keep the patient fit, and can do her 
no harm. 

5. Ignorance leads to fear. Patients are told how a baby grows. 
This is in keeping with an opinion expressed by a leading doctor, 
who said: ‘A woman should have knowledge of these events, 
not only because they are evidence of her progress, but because 
they make her realize how quickly the weeks pass, which en- 
courages her to be patient’. Ignorance about pregnancy is so 
great amongst women that these talks are a boon. 

6. Question time. Ten minutes of every class meeting are 
devoted to questions. All the problems of pregnancy—of a non- 
medical nature—are thrashed out and a patient soon realizes 
that she is not the only person affected by those little pains and 
troubles. 

The practice of the Department of Obstetrics of University 
College Hospital, London, should be followed universally. There 
is a monthly lecture for husbands and wives and a ‘question time’. 
If the husband knew a little more about childbirth he would be 
his wife’s best help and encouragement in labour. 

Diet. One cannot lay down hard and fast rules on diet, 
but expectant mothers should be stringently urged to adjust their 
weight increase to 20 Ib. during pregnancy. Competition in 
classes consisting of women all due in the same month is usually 
keen and the scale is consulted the minute they enter the room. 
Instruction may be given in groups or individually. Talks on diet 
introduce many amusing stories and the ensuing laughter con- 
tributes towards relaxation. 

8. Skin and Bust. Oiling of the skin to prevent ugly stretch- 
marks and to prepare the nipples is demonstrated in such a way 
that there can be no interference with doctors’ individual in- 
structions in this matter. 

9. The 3 stages of childbirth. During the course of numerous 
talks, each stage is fully explained and illustrated by means of 
pictures and diagrams so that a patient can follow the pattern 
of birth quite easily. The different ways of starting labour, the 
signs of the approach of the end of the first stage, the beginning 
and end of the second stage, and the third stage, are all thoroughly 
discussed. 


10. Second stage 


According to text-books the second stage lasts 2 hours. With 
trained patients it takes much less. In 20 years of teaching and 
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studying the subject of childbirth I have concluded that two 
things are essential in the second stage: 

One is that a woman’s back should be raised by means of 
pillows so that she lies at an angle of 40-45° to the bed. She should 
keep her chin well down to her chest and her eyes closed. She 
herself draws her knees up to her sides by putting her hands 
underneath them. She pulls the knees widely apart. All the 
sister has to do is to support her feet (in addition, of course, to 
encouraging her in her efforts of labour). The patient should not 
be made to lie flat on her back and have her head raised for every 
contraction, which makes pushing a terrific strain. Should doctors 
prefer delivery on the side patients are instructed in pushing from 
that angle 

The second important factor is breathing. Do not ask a patient 
to take a deep breath. This only results in a heavy, jerky push 
from the diaphragm and the stomach. A breath which is only 
moderately deep will give the patient a chance to push much 
longer and will not wear her out in her first efforts to help her 
baby into the world. The difficulty of getting 3 pushes into each 
contraction, is often overcome by getting the patient to take 2 
short breaths in between contractions, instead of only one. Patients 
should be taught and encouraged to relax completely between 
contractions. If they are propped up under the back, they have 
an opportunity of watching their babies coming into the world 


MEETING OF FEDERAL 


The 6-monthly meeting of the Federal Council of the Medical 
Association of South Africa was held at Red Cross House, Cape 
Town on 3-5 October 1956. Dr. W. S. Sichel, Chairman of 
Federal Council, presided, and there were present the President 
of the Association (Dr. J. S. du Toit) and the Vice-chairman 
of Federal Council (Dr. J. H. Struthers), who occupied the chair 
during part of the meeting, and 46 other members, including 
Association members present as proxies. Apologies for absence 
were received from 7 members. 

President-elect. Dr. H. Grant-Whyte, of Durban, was elected 
nem. con. as Vice-president and President-elect of the Association. 
He expressed himself as highly sensible of the honour done him 
by the members of Federal Council and the Natal Coastal Branch. 

Hon. Treasurer. Dr. J. S. du Toit, relinquishing, on his election 
as President, the Treasurership after serving the Association 
in a financial capacity for 30 years, proposed the appointment 
as Treasurer of Dr. J. D. Joubert, who had assisted him during 
the part year. This was agreed to nem. con. and a hearty vote 
of thanks was accorded to Dr. du Toit for his long and able service 
as Treasurer. 


HONOURS 


The following members of the Association were elected as Emeritus 
Members: Dr. Elsie M. Chubb, Dr. H. M. Griffiths and Dr. 
J. Luckhoff, of Cape Town, Dr. G. J. Luyt, of Worcester, and 
Dr. C. H. Muller, of Montagu (all of the Cape Western Branch). 

The following members were awarded the Bronze Medal of 
the Association: Dr. C. M. Grundlingh, of Pretoria, and Dr. 


J. P. de Villiers, the late Dr. L. B. Goldschmidt and Dr. R. L. 
Impey, of Cape Town 
It was decided to institute an Association Si/ver Medal, to be 


the discretion of the Federal Council to members 
of the Association or other persons resident in South Africa 
who, through original research, have made valuable contributions 
to the advancement of medical science and the art of healing’. 


‘awarded at 


Prof. M. van den Ende, of the University of Cape Town, was 
elected as the first recipient of the Silver Medal 
Hamilton-Mavnard and Leipoldt Memorial Medals It was 


decided to award a Hamilton-Maynard medal for 1955 to each 
of 2 authors, viz. Mr. T. Schrire, for his paper ‘Modified Radical 
Gastrectomy for Cancer of the Stomach’ (Journal of 22 May 
1955, p. 494), and Dr. W. P. U. Jackson for his paper ‘Osteoporosis 
Commonest of all Diseases?” (Journal of 17 September 1955, 
p. 885). The Leipoldt medal was awarded to Dr. L. Solomon 


*This report does not constitute official minutes, which will be 


published later. 
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and are the readier to listen when the doctor tells them not to 
push any longer but to pant. Now, and now only, is the dia- 
phragm used and what seemed difficult to practice becomes 4 
natural reaction. 


11. Post-natal treatment 


It was with admiration and a certain amount of jealousy that 
I watched London hospitals solve the problem of post-natal 
treatment. Each patient in the hospitals does a half-hour of 
post-natal exercises daily, under the guidance of a fully-trained 
physiotherapist. It is very important that the muscles and tissues 
of the pelvic floor and the abdomen, which have been stretched 
and loosened during childbirth, should be restored to their normal 
tone and strength. Much of the discomfort which follows child- 
birth is due to the absence of this care. Apart from that, a woman’s 
natural vanity makes her want to regain her figure. What are we 
doing in this connection in South Africa? 


CONCLUSION 


It should be passed on to all mothers-to-be in South Africa that 
‘Having a baby is the greatest thrill of a woman’s life’. New 
generations will then grow up without fear of suffering in child- 
birth. 


COUNCIL* 


for his paper ‘Acute Dilatation of the Stomach’ (Journal of 23 


April 1955, p. 386). 

CONTRACT PRACTICI 
Consideration was given to the legal opinion which had been 
obtained on the question whether sick benefit societies and medical 
aid societies were practising in breach of section 34 of Act 13 
of 1928. The Executive Committee’s recommendation was that 
no further action should be taken. A long debate ensured, a motion 
was defeated that application should be made for proceedings 
to be instituted by the Crown under section 34, and the Executive 
Committee’s recommendation was adopted. 

Open Panel Policy. At its previous meeting Federal Council 
passed a resolution affirming that the Association’s policy is to 
ensure a free choice of doctor by patient and of patient by doctor, 
and that all future appointments to benefit societies should be 
on the basis of open panels both for general practitioners and 
specialists, unless in exceptional circumstances and after approval 
by Federal Council. A resolution was now moved to rescind 
this resolution and to appoint a committee to investigate and 
report whether it was practicable and advisable to apply the 
open-panel system to benefit societies. A long debate took place 
on this motion, which was defeated, and a resolution was then 
passed re-affirming the Association’s policy as set out above and 
setting up a committee to investigate and report on the best way 
to implement this policy reasonably and in the best interests o! 
the public and the profession. 

Proposed Sponsored Medical Aid Plan. Federal Council went 
into committee at this meeting in order to discuss the position 
concerning the proposed formation of a  non-profit-making 
company sponsored by the Association, which the sub-committee 
on the Economics of Medical Practice at the last meeting 0! 
Federal Council was authorized to inaugurate. When the € ‘ouncil’s 
proceedings were resumed in open meeting it was reported that 
Dr. M. Shapiro, Chairman of the Sub-committee, and the other 
members, had tendered their resignation from the Sub-committee 
It was left to the Executive Committee to carry on. 

Medical Aid Tariff. Revised schedules were submitted and 
approved for physicians, obstetrics and gynaecology, ophthalmo- 
logy, otorhinolaryngology, derm: itology, venereology, _ plastic 
surgery, psychiatry, neurology and neuro-surgery, and anaesthetics 

Sasol Medical Aid Society. The conversion of this society 
a benefit society was accepted on an open-panel basis for genera! 
practitioners and at medical-aid rates for specialist services, 
subject to final approval by the O.F.S. Branch. 

Northern Association of Medical Aid Societies. Withdrawa 
of the Federal Council’s recognition of this body had been followe: 
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by satisfactory negotiations and it was now agreed to restore 
recognition. 

Income of Members of Medical Aid Societies. \t was decided 
to change the present income limits and to lay down a limit of 
£1,100 for the average annual total net income from all sources 
for the members of any society, and a maximum of £2,500 for 
the total net income from all sources of any individual member. 
Persons with higher incomes, however, might be insured without 
the privilege of preferential rates. 

Sick Funds of Industrial Councils. It was agreed to recognize 
sick funds set up by Industrial Councils only if they conform 
to the Association’s rules. 

Minimum Membership. \t was agreed, with the introduction 
of the panel system, to withdraw the rule requiring a minimum 
of 100 members for a recognized benefit society. 

Post-operative Care. Surgical fees include all post-operative 
care, and if surgeon leaves post-operative care to a general 
practitioner he is responsible for the practitioners’ fees, not the 
society. 

Approval of Societies. Two new medical aid societies were 
approved, viz. General Mining (Associated Companies) M.A.S. 
and South Atlantic Corporation M.A.S.; and two were removed 
from the approved list, viz. Matabeleland M.A.S. and Springbok 
M.A:S. 

Specialist Assistants. A discussion took place on the holding 
of benefit society appointments by specialists who pass on the 
work to be done by assistants, and it was resolved that a specialis 
accepting appointment with a benefit society should undertake, 
to do the work himself. 


Government and Provincial Service 


Medical Staff at Military Hospitals. Concern was expressed 
by several speakers about the circumstances under which the 
appointments of the visiting medical officers at the Voortrekker- 
hoogte and Wynberg military hospitals had been terminated. It 
was decided to refer the matter to the Parliamentary Committee 
for investigation. 

Part-time District’ Surgeons. The Parliamentary Committee 
reported that following interviewers with the Secretary for Health 
certain increases in fees had been agreed to, including attendance 
on tuberculosis cases at clinics, and that a new pharmacopoeia 
had been prescribed. 

Workmen's Compensation Act. It was announced that a 
tariff of fees had come into operation from 1 September 1956 

Hospital Appointment of Full-time District Surgeon. The Federal 
Counci! agreed with the proposal that the full-time district surgeon 
at Piet Retief should be given an honorary appointment to the 
Piet Retief Hospital (a Provincial hospital). 

Salary Differences between Races. On the question of variation 
in the salaries of interns in Transvaal hospitals as between Euro- 
peans, Indians and Natives, it was reported that representations 
had been made to the Medical Director of Hospital Services 
on the matter, which is now to be discussed at an inter-Provincial 
conference. 


new 


Part-time 
Executive in the 


Retiring Age for 


Medical Staff of Hospitals. The 
Augmented 


Transvaal reported that it was 


opposing the raising of the age-limit for part-time medical staff 


from 60 years to 65 years. This action was approved by Federal 
Council. 


MISCELLANEOUS 


Proposed New Branch. The request of the Vereeniging Division 
of the Southern Transvaal Branch, supported by the Branch, to 
be constituted as a separate branch was agreed to, subject to the 
er yt Committee’s approval of the constitution. The name 

Vaal River Branch was suggested 

Expenditure of Southern Transvaal Branch. A grant of £500 
was made from Association funds to the Southern Transvaal 
Branch in respect of expenditure incurred in the past on work 
which it was claimed should have been done at the expense of 
the Head Office. 

British Commonwealth Medical Conference. \t was decided to 
appoint the Secretary of the Association (Dr. Tonkin) as delegate 
to the British Commonwealth Medical Conference, to be held 
in London in 1957. It was also decided to appoint Prof. J. Black 
as additional representative, and to empower the Executive 


VIR 
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Committee to appoint any other senior members who will be in 
London at the time and desire to attend. The Conference will 
precede the B.M.A. Congress at Newcastle-upon-Tyne. 

Association Newsletter. After the issue of a newsletter earlier 
in 1956 the Executive Committee had decided that no more 
should be issued until Federal Council had met. Federal Council 
now decided to leave the issue of newsletters in abeyance. 

‘History of Medicine in South Africa’. The Head Office and 
Journal Committee reported that it was hoped to publish this 
book in 1957. 

Income Tax Deductions for Postgraduate Study. \t was decided 
to approach the Department of Finance and ask for a reduction 
from 6 months to 3 months of the minimum duration of study 
courses ranking for the deduction. 

Dispensing by Doctors. The Secretary reported the action taken 
on behalf of the Association to combat the proposed amendment 
of the Medical Dental and Pharmacy Act abolishing the doctor's 
right to dispense. The Chairman and other representatives met 
the then Minister of Health on the subject, following which 
the offending clause was removed before the Bill was introduced, 
though the Minister said that if the clause were moved by a private 
Member he would leave the discussion to an open vote of the 
House. On various occassions the Secretary called at the House 
and interviewed M.P.’s who were colleagues. Copies of a memo- 
randum expressing the views of the Association, with voluminous 
correspondence from Branches and individuals, were handed 
to a representative on each side of the House for distribution 
to other Members. Subsequently the Cape Town members of 
the Executive Committee interviewed the Minister. When the 
session ended before the committee stage of the Bill the Minister 
in a press interview suggested that the medical and pharmaceutical 
professions should meet and discuss the situation. The President 
of the Medical and Dental Council was therefore approached 
with a suggestion that he might convene a meeting of the Medical 
Council, the Pharmacy Board, the Medical Association and the 
Pharmaceutical Society. The Medical Council had, however, 
already arranged to meet the Pharmacy Board. Federal Council 
now agreed to meet representatives of the Pharmaceutical 
Society on the subject. 

Tetanus Immunization. The Cape Western Branch had forwarded 
a letter from the Medical Committee of the Woodstock Hospital 
recommending compulsory active immunization against tetanus 
in the first year of life. Federal Council decided to draw the 
attention of the Secretary for Health to the number of deaths 
from tetanus in newborn children, but did not favour the intro- 
duction of compulsory active immunization against the disease. 

Hypnosis. The Southern Transvaal Branch had asked for a 
ruling on the status of hypnosis in medical treatment. Federal 
Council decided to reply that hypnosis was recognized as a legiti- 
mate form of medical treatment. 

iffiliation. \t was agreed to approve the proposed affiliation 
of the Gynaecological and Obstetrical Group of the Association 
with the International Federation of Gynaecologists and Obste- 
tricians. 

irtificial Insemination. \t was decided to reply to an enquiry 
from the Medical Council for Child Welfare on this subject and 
inter alia to point out that artificial insemination of a woman 
from a man who is not her husband involves legal, ethical and 
religious implications on which it is not the Council’s function 
to comment. 


Benevolent Fund 


It was reported that the Southern Transvaal Branch were 
donating to the Benevolent Fund the proceeds of their Annual 
Ball, which amounted to £611 (to date). The hearty thanks of 
Federal Council were accorded to the Southern Transvaal Branch. 

The Secretary had obtained details of an insurance (endowment) 
scheme whereby for an annual premium of between £5 and £6 
(or monthly between 9s. and 10s.) a donor could obtain a policy 
under which £100 (plus bonuses) would be payable to the Benevo- 
lent Fund on maturity at the end of 20 years or on the donor’s 
death before maturity. 

It was announced that the Commissioner for Inland Revenue 
had advised that the Benevolent Fund was recognized as a public 
institution of a charitable nature and that legacies to the Fund 
were accordingly exempt from Estates Duty Tax. 
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ANNUAL GENERAL MEETING OF THE MEDICAL ASSOCIATION OF SOUTH AFRICA 


Red Cross House, 
3 October 1956 immediately before 
the Federal Council meeting. The President of the Association 
(Dr. J. H. Struthers) took the chair. 

Dr. A. W. S. Sichel presented his annual report as Chairman 
of Federal Council for the year ended 30 June 1956 (published 
in the Journal of 25 August 1956—30, 820), which was adopted. 

The Hon. Treasurer (Dr. J. S. du Toit) presented the audited 
accounts for the year ended 31 December 1955 (published in the 
Journal of 7 July 1956—30, 644), which were adopted. 

Messrs. Gurney, Notcutt and Fisher were re-elected as auditors 
for the present year. 

Dr. Struthers next inducted the new 
Toit), who then took the chair. 

A vote of thanks was accorded to Dr. Struthers on the motion 
of Dr. Sichel for the admirable way in which he had served during 
his highly successful year of office. Reference was made to the 
fact that Dr. Struthers had represented the Association at the 
annual congress of the British Medical Association. 

The meeting was then adjourned. 


The Annual General Meeting was held at 
Cape Town, at 9.30 a.m. on 


President (Dr. J. S. du 


ADJOURNED ANNUAL GENERAL MEETING 


The Adjourned Annual General Meeting took place in the Jameson 
Hall, University of Cape Town, Rondebosch, at 8 p.m. on 3 
October 1956 on the invitation of the Cape Western Branch 
of the Association, who were the hosts. The President (Dr. J. S. 
du Toit) took the chair and there was a large attendance including 
members of the Association and their friends and other visitors. 
Academic dress was worn. The platform party entered the hall 
in procession to musical accompaniment and departed in the 
same way at the end of the meeting. Amongst the guests in the 
platform party were the Mayor of Cape Town (Councillor P. J. 
Wolmarans), Vice-Admiral Sir Geoffrey Robson, the Acting 
Principal of the University of Cape Town (Prof. R. W. James), 
Rev. Dr. A. J. van der Merwe, the Dean of the Faculty of Medicine, 
University of Stellenbosch (Prof. F. du T. van Zyl), and the 


INCOME TAX DEDUCTION FOR 


The Commissioner for Inland Revenue, Pretoria, has addressed 

the following letter, dated 28 September 1956 to Dr. W. H. Law- 

rence: 
INCOMI 


TAX—ENTERTAINMENT EXPENDITURE 


PRACTITIONERS 


MEDICAL 


‘I confirm the decision given to you verbally that, while Receivers 
of Revenue are required to be satisfied that expenditure on enter- 
tainment was incurred by medical practitioners claiming deductions 
under Section 11 (2) (p) of the Income Tax Act, it is accepted by 
the Department that an amount equa! to 24°, of gross fees would 
be a rough-and-ready measure of the cost of such entertaining. 
‘Receivers of Revenue are accordingly being advised that claims 
by medical practitioners to deduct amounts not exceeding 25°% 
of gross fees may generally be accepted, on the understanding 
that if in any case 2}°. of gross fees is less than the statutory 
maximum of £150, and the medical practitioner can substantiate 


President of the Cape Western Branch of the Dental Association 
of South Africa (Dr. N. Spektor). 

Rev. Dr. A. J. van der Merwe opened the proceedings with 
prayer. 

An address of welcome was delivered by His Worship the Mayor, 
which was replied to by the Chairman of Federal Council (Dr. 
A. W. S. Sichel). 

Mrs. Struthers 
President’s wife. 

On presentation by the Secretary of the Medical Association 
(Dr. A. H. Tonkin), who read the citations, the President presented 
the certificates of Emeritus Membership to Dr. Elsie Chubb, 
Dr. J. Luckhoff and Dr. C. H. Muller (Dr. H. M. Griffiths and 
Dr. G. J. Luyt were absent), the Association Bronze Medal to 
Dr. J. P. de Villiers and Dr. R. L. Impey (Dr. Grundlingh was 
absent), the Hamilton-Maynard Medal to Mr. T. Schrire (per 
Prof. J. H. Louw in Mr. Schrire’s absence) and Dr. W. P. U, 
Jackson, and the Leipoldt Medal to Dr. L. Solomon. 

Dr. du Toit then delivered his Presidential Address, ‘Factors 
Concerning the Sense of Vision’ (published in the Journal of 6 
October 1956—30, 953). 

During the meeting the company was delighted by duets played 
on two pianos by Monica du Toit and Frances Hurley. The musical 
programme was kindly arranged by Prof. Eric Chisholm. 

At the conclusion the members and visitors were entertained 
by the Cape Western Branch at a reception given in the Students’ 
Union. The guests were received by the President of the Medical 
Association and Mrs. du Toit, and the President of the Cape 
Western Branch and Mrs. Owen-Smith. 


invested Mrs. du Toit with the insignia of 


PRESIDENT’S RECEPTION 


On the evening of 4 October the President and Mrs. du Toit 
invited the members of Federal Council and their wives, and 
other guests, to a Buffet Supper at the Here Sewentien Club, 
Cape Town. Dr. L. O. Vercueil made a short speech on behalf 
of the guests thanking Dr. and Mrs. du Toit for the enjoyable 
function. 


ENTERTAINMENT EXPENDITURE 


a claim to a higher deduction, the higher amount (but not ex- 
ceeding £150) would be allowed. 

‘In the case of medica! practitioners employed on a salary 
basis, the Department does not necessarily agree that expenditure 
on entertainment is incurred directly in connection with their 
profession, and Receivers are accordingly being advised that 
they may or may not, at their discretion, query claims in such 
cases even where the amount claimed is less than 24°¢ of the 
salary. 

‘The procedure outlined in this letter will be followed with 
future assessments only. Assessments already issued will not be 
reopened.” 


It appears from the letter that a practitioner will be allowed a 
deduction from his taxable income of £25 for every thousand 
pounds of gross fees, and if, on this basis, the allowance is less 
than £150 he may apply for an allowance up to £150 provided 
he can give reasons substantiating the claim. 


QUEENSTOWN DIVISION 


The ordinary general meeting of the Queenstown Division of the 
Medical Association of South Africa was held at the Frontier 
Hospital, Queenstown, at 8 p.m. on 20 September 1956. Dr. 
M. I. Papilsky presided, and 15 members (including 3 women 
doctors) were present. 

Polio Vaccine. A discussion on this matter indicated general 


dissatisfaction with the distribution of the vaccine and the quantt- 
ties received. 

Car parking. Infringement by medical practitioner. On con- 
sideration of this question it was decided to write to the Munict- 
pality in regard to parking by medical practitioners and the 
affixed disc issued by the Association. 
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Workmen's Compensation. Reference was made to the negotia- 


tions that had taken place between the Association and the Work- 
men’s Compensation Commissioner in regard to increased fees. 


Medical Aid Societies. The following resolution was passed 
nem. con.: “That the members of this Division are satisfied with 
the present tariff of medical fees and are anxious to encourage 
Medical Aid Societies.” 

East London Division. A meeting of the East London Division 
was to take place at Queenstown on 19 October 1956 and on the 
following day at Aliwal North. 


ADDRESS BY DR. G. DALI 


Dr. G. Dall then spoke on Common Injuries of the Elbow Joint. 
The practical aspects of these injuries were considered. Em- 
ohasis was laid on the dangers of passive stretching of the elbow 
oint especially in cases of minor strain of the joint. 


RESEARCH FORUM, 


bstracted below: 


Fasting blood was compared with blood taken after food. Three 
types of diet were studied: 

(a) Low fat (under 2 g. of fat). 
(b) Low fat 100 g. of ‘salad oil’ consisting of either pure 
unflower-seed oil (iodine no. 128) or a mixture of sunflower- 
eed oil and pilchard oil (iodine no. 137). The oils were selected 
because of their high content of unsaturated fatty acids. 
(c) High fat (over 100 g.)—bacon, eggs, butter, milk and cream. 
In preliminary experiments patients were bled hourly for 5 
jours in an attempt to find the time at which the effect of food 
vas maximal. No significant change occurred. Further observa- 
ions were restricted to fasting and 4-hourly specimens. 18-gauge 
needles were inserted into veins and the rapidly issuing blood was 
collected directly into test-tubes without the use of syringes. 


PASSING EVENTS 


Mr. Stephen Eisenhammer, M.B. (Edin.), F.R.C.S. (Eng.), who has 
seen overseas for 4 months will be resuming his practice in Johan- 
resburg on 1 November 1956. A good part of his time abroad 
vas spent at his old hospital, St. Mark’s Hospital for Diseases 
f the Rectum and Colon, London. 

nm * * 


Union Department of Health Bulletins. 
ended 4 October 1956: 

Plague, Smallpox, Typhus Fever: Nil. 
Epidemic Diseases in Other Countries. 
Plague: Nil. 

Cholera in Calcutta (India); Chalna, Chittagong (Pakistan). 
Smallpox in Rangoon (Burma); Bombay, Calcutta, Cuddalore, 
lodhpur, Karikal, Madras, Nagapattinam, Pondicherry, Tiru- 
chirappalli, Tuticorin, Visakhapatnam (India); Makassar, Sama- 
tinda (Indonesia); Mosul (Iraq); Dacca (Pakistan); Miri (Sara- 
vak); Tourane (Viét-Nam). 

Typhus Fever in Baghdad (Iraq). 


Report for the 7 days 





Report for the 7 days ended 11 October 1956: 

Plague, Smallpox: Nil. 

Typhus Fever: Three (3) non-European cases in the Cradock 
Native Location. Diagnosis based on clinical grounds only. 
Epidemic Diseases in Other Countries: 

Plague: Nil. 

Cholera in Calcutta (India); Chalna, C ee (Pakistan). 

Smallpox in Rangoon (Burma); Bombay, Calcutta, Cuddalore, 
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The interpretation of radiographs was discussed especially in 
relation to the appearance of the various ossification centres. 

The epiphyseal injuries were considered in some detail as well 
as supracondylar fracture of the humerus. The complication of 
Volkmunn’s ischaemic contraction was mentioned and its pro- 
phylaxis outlined. Fractures of the head of the radius and dis- 
location of the elbow were also considered. Here the complication 
of myositis ossificans was discussed. 

The talk was illustrated by the use of suitable radiographs. 

Dr. J. M. van Schalkwyk in thanking Dr. Dall for a most 
interesting and instructive paper remarked that most members 
had been faced with the difficulties arising out of elbow injuries. 

Tea was served and the Superintendent and Matron of the 
hospital thanked for their hospitality. The meeting terminated 
at 10.15 p.m. 


UNIVERSITY OF CAPE TOWN 


At the meeting of Research Forum held at Groote Schuur Hospital, Cape Town, on 2 October 1956, a paper was read which is 


BLOOD COAGULATION STUDIES AFTER THE INGESTION OF FAT 
By Drs. C. MERSKEY AND H. Nossei 
Blood coagulation studies were performed on over 150 patients. The following tests were done: Lee and White coagulation 


in silicone tubes; calcium time in silicone tubes (platelet-poor 
plasma); calcium time in glass tubes (platelet-rich and platelet- 
poor plasma); thrombin generation, thromboplastin generation, 
and prothrombin consumption tests. 

In none of these tests could significant changes be detected in 
the 3 groups of patients studied. There was a very wide scatter 
of the results in all groups, resulting in a coefficient of variation 
which averaged 25°. 

One-stage prothrombin time of platelet- poor plasma was also 
tested, Russell viper venom (‘Stypven’) being used as thrombo- 
plastin. This test, with the use of undiluted plasma, demonstrated 
a difference in the fasting and postprandial specimens of patients 
who had received a high-fat diet, the prothrombin time being 
shorter after the fatty meal (p=0-08). 


IN DIE VERBYGAAN 


Pondicherry, Tiru- 
Makassar, Sama- 
Miri (Sara- 


Jodhpur, Karikal, Madras, Naggapattinam, 
chirappalli, Tuticorn, Visakhapatnam (India); 
rinda (Indonesia); Mosul (Iraq); Dacca (Pakistan); 
wak); Tourane (Viét-Nam). 

Typhus Fever in Baghdad (Iraq). 


* x % 


A meeting will be held at 8.15 p.m. on Tuesday 30 October 1956, 
at the Physiology Lecture Theatre, University of Cape Town, 
Observatory, Cape, under the auspices of the Cape Town Sub- 
group of the South African Orthopaedic Association. The speakers 
will be Mr. E. A. Nicol, Surgeon Director of Orthopaedics and 
Accident Services, Chesterfield Hospital and Mansfield General 
Hospital, and Surgeon, Harlow Wood Orthopaedic Hospital; 
and Mr. A. Miller, Visiting Orthopaedic Surgeon, Victoria In- 
firmary, Glasgow, etc. The subjects will be (1) Rehabilitation of 
the Injured, and (2) Traumatic Paraplegia. The lectures will be 
illustrated. All interested are cordially invited to attend. 
* ¥ * 


Dr. T. J. Dry. We welcome on his return to South Africa after 
a distinguished career in America, Dr. T. J. Dry, M.A., M.B., 
Ch.B (Cape Town), M.S. Medicine (Minn.), F.A.C.P., Diplomate 
of the American Board of Internal Medicine. Dr. Dry qualified 
at Cape Town University in 1929 and shortly afterwards pro- 
ceeded to the Mayo C linic. There he became Head of a Section 
of Cardiology and Professor of Medicine Mayo Foundation for 
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Medical Education and Research, Graduate School, University and circulation and a large number of articles. Dr. Dry has now]}jon of the } 
of Minnesota. He was president of the Minnesota Heart Associa- commenced practice in Cape Town as a consultant physician, }mndix. Inde 
tion and of the Minnesota Society for the study of the Heart and Telephone: rooms 2-5860, residence 6-2617 (number not in curren; 


Circulation. In America he published several books on the heart telephone directory). — 4 
ndergrad 
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NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE W — 
n Sheeha 
: . Amongs 

Co-deltra and Co-hydeltra. Merck-Sharp & Dohme introduce a Co-deltra Co-hydeltra he one d 

‘tablet within a tablet’ to meet the needs for co-administering Each tablet contains: Each tablet conteies: lisease. 7 

non-systemic antacids with either prednisone or prednisolone. Duodalenen 5-0 om Drodulesiogs P 5-0 urrent di 

_ Among the systemic effects of the adrenal steroids has been an Magnesium F a Magnesium se wegnancy 

increase in basal and nocturnal secretion of gastric acid, together ~ trisilicate 50-0 me iene 50-0 me frary to p 

with an elevated pepsin-content of the gastric juice. This effect Dried shessiniuen es é. ids § § — ng. soman af 

has become even more pronounced with the newer ‘predni-ster- aces : 
49 . : : x oo wae x ) ae . kukemia, 
oids’. Though prednisone and prednisolone possess certain hydroxide gel 300-0 mg hydroxide gel 300-0 mg. derefore | 


advantages over cortisone and hydrocortisone, as for example On administration the outer layer, composed of antacid, contacts} sanageme 
that they are 3 or 5 times more potent in anti-inflammatory effect the gastric mucosa, where it quickly disintregates to provide rapid} jlowed to 
and seldom cause salt retention and potassium depletion, they neutralization of acid. Only then, the hitherto intact inner corel ry little 
do have a serious tendency to cause gastric distress. that contains the steroid commences to release its total therapeutic) In the ¢ 

It has been reported by many clinicians that complications of effect. ad Reyne 


gastric distress are fairly common. Boland (J. Amer. Med. Assoc., or Seciielees & oem tebtite anne tee ened ta ani Those on t 
25 February 1956, 160, 613) reports frequent symptoms of gastric Co-deltra or Co-hydeltra 5 mg. tablets may be used in exactly 


: , 5 > same dosage as plai >dnisone ednis ablets of} lave also | 
distress, and Bollet (/bid., 11 June 1955, 158, 459) reports that the same dosage as plain prednisone or prednisolone tablets offlave 


equivalent strengt The vie 
17%, of the long-term treatment patients in one group being q sth. wok can 
treated for arthritis developed gastric ulcers. Co-deltra and Co-hydeltra are packed in bottles of 30 tablets aetetrics 
Co-deltra and Co-hydeltra are a new concept in steroid therapy. and there has been no increase in price. : is 
They are multiple compressed tablets with a steroid core and Enquiries: Merck-Sharp & Dohme International, P.O. Box 
with an outer coating of 350 mg. of non-systemic antacid. 5933, Johannesburg. 
, The Live 
BOOK REVIEWS : BOEKRESENSIES M.D.. 
Sons Lt 
SYMPOSIUM ON CARDIOVASCULAR SURGERY preference to the more generally accepted left ventricular approach] . on 
; is an exciting and provocative chapter. Hufnegel’s experience with} Tee atio 
Henry Ford Hospital International Symposium on Cardiovascular Aortic Incompetence is, of course, also unique. ‘ell. 6. Me 
Surgery. Studies in Physiology, Diagnosis and Techniques. The latter section of the book is a veritable fund of knowledge|?rimary and 
Edited by Conrad R. Lam, M.D. Pp. 543 + xxix with illustra- nd storehouse of guidance in the management of atrial and) mou" |; 
tions. South African price £5 8s. 9d. Philadelphia and London: ventricular septal defects. The chapter by Lillehei of Minneapolis}fumour. 1 
W. B. Saunders Company. 1955. on ‘Direct-Vision Intra-cardiac Surgery’ is the high-light of the/Mutation. | 
c 10n O rest 
Contents 1. Diagnostic Techniques. 2. Pulmonic Stenosis. 3. Adjustments book. . . P . 120. Retinobl 
Between the Systemic and Pulmonary Circulation. 4. Evaluation of Transposition The panel discussion on various methods of hypothermia}pisposition 
yan ag a Mitral Stenosis and Mitral Insufficiency. 6. — a and cannot but be of great value to all whose work could involve the — Ex 
Aortic Insufficiency. 7. Septal Defects. 8. Cardiac Arrest. 9. Hypothermia. nan . ce » - 7 P Same . Elimination 
10. Aneurysms and Occlusive Diseases of the Aorta. Index to Participants and use of hy pothermia the neuro-surgeon and abdominal SUTSEONI cirrhotics. 


Discussants. Index of Subjects. as well as the cardiac surgeon. Diagnosis: 7 
This epic can, with the greatest confidence, be very strongly}3!. The Rok 


Most technical books are out of date by the time they are pub- recommended to all interested in the science of cardiology and'% Cimhosis 
4 ow I € d 


lished, because of later advances that are covered by the specialist jn the art of cardiac surgery. tion. 36. C: 
journals. This beautifully printed and illustrated book is a re- , D.1.A. [Liver Faitur 
freshing exception to this general rule. It represents the work —_ 40. 
and records the discussion of 478 doctors, covering all the field ey 
of cardio-vascular research, diagnosis and surgery. Every chapter : Acquired Sy 
° ° te Py ° “ -BOO BS 
is of profound interest, especially to the critical and well-informed —_ eo ey: 
reader. , . ; : Obstetrical Practice. Sixth Edition. By Alfred C. Beck, M.D 

Sir Russell Brock’s masterly introduction emphasizes the and Alexander H. Rosenthal, M.D. Pp. xiv + 1066, with}Tpis publ 
renaissance in cardiology that has been brought about by recent 947 illustrations and 22 plates. 96.s. Od. London: Bailliéte,! medical 
advances in cardiac surgery and the dying of the ‘tradition that Tindall and Cox Ltd. 1955. The au 


the surgeon is a somewhat lower form of life than is the physician’. 
The first portion of the book is devoted to Congenital Heart = Contents: 1. The Ovarian Cycle. II. The Menstrual Cycle. Il. Relation of 4a vouyy 
Disease and amongst the problems discussed is that of the ‘Ad- Menstruation to Ovulation, Fertilization and Implantation. IV. Chronologica . 


. “ " a . . ati : Development of Pregnancy. V. The Fetal Membranes. VI. Physiology of th however 1 
justment of the Systemic and Pulmonary Circulations in Patent Fetus. VIL Changes in the Maternal Organism. VIII. Diagnosis of Pregnancy| states: *N, 
Ductus in Infancy’. The pathological work described is fascinating IX. Management of Pregnancy. X. Presentation. Position and Posture. XI. The ye 
and the opinions expressed are helpfully decisive to those a little | Essential Factors in Labour. XII. The Mechanism of Labour. XIII. Clinica! h are 
bewildered b he varied ed — ical cl > of the Course of Labour. XIV. Management of Labour. XV. The Puerperium. XVIj{ that cance 
— a ‘ yt e scemn ; cae on Surgical closure Oo e Lactation. XVII. Posterior Positions of the Occiput XVIII ee sidered as 
patent ductus In pulmonary hypertension. XIX. Breech Presentation. XX. Transverse Presentation. ompoun eae 
‘Later Results in Mitral Commissurotomy’ should be a deterrent Presentation and Prolapse of the Umbilical Cord. XXII. Multiple Pregnang upon liver 

to the odd h beli hat tral vaivot onsist XXIII. Diseases of the Decidua and Fetal Membranes. XXIV. Abortion. XXVJ_ The ba 
c co surgeon who ieves that mitral valvo omy cc nsists Ectopic Gestation. XXVI. Hyperemesis Gravidarum. XXVII. Preeclampsi] food meta 
merely of plunging one’s finger through the mitral orifice, and the —_ and Eclampsia. XXVIII. Intercurrent Diseases. XXIX. The Pathology of Labour} 140. - 
reasons for ‘recurrence’ and ‘failure’ are detailed. The contri- Anomalies of the Powers. XXX. Faulty Passages—Soft Part Dystocia. XXXl as 
butors to the discussi base thei rs : a series of 800 Faulty Passages—Contracted Pelves. XXXII. Faulty Passages—Contracted proctitis, 
utors to e€ discussion dase cir Opinions on a series Of | Pelvis—Rare Types. XXXIII. Placenta Previa and Abruptio Placentae. XXXIV) gcutive n 
and more cases! The manifold operations described for Mitral Rupture of the Uterus. XV inversion of the Uterus. XXXVI. Retained a0] The dis 
. se are a very ¢ ate remi “r oO is sti Ss f Adherent Placenta. X VI ‘ostpartum Haemorrhage. X uerpe: . 
es oe a very adequate reminder of this still unsolved Infection. XXXIX. Artificial Interruption of Pregnancy. XL. Methods Used # subjects b 
surgica pro em. . : " . ‘ Hasten or Complete the Dilatation of the Cervix. XLI. Forceps. XLII. Version} by noting 
Bailey’s contribution on Trans-Aortic Commissurotomy in XLIV. Destructive Operations. XLV. Repair of Lacerations. XLVI. Resuscite in the Ba: 
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ad Reynolds on coordinate and incoordinate action are included. 
Those on the toxaemias of pregnancy and antepartum haemorrhage 
ave also come in for extensive revision. 

The views expressed by the authors are sound; and this text- 
jok can be recommended to students and others interested in 
obstetrics, as a useful and reliable book of reference. 

T. &. VB. 


A CANCER THEORY 


The Liver and Cancer. A New Cancer Theory. By Kasper Blond, 


M.D., F.1.C.S. Pp. 220 + xii. 27s. 6d. London: John Wright & 
Sons Ltd. 1955. 
Contents: 1. The Law of Cancer Distribution. 2. A New Theory of Cancer. 


. Infestation by Worms. 4. Cancer in Man. 5. Role of Histology. The Cancer 
cell. 6. Metastases. 7. Radio-Sensitivity and Origin of Metastases. 8. Sites of 
trimary and Metastatic Tumours. 9. Late Metastases. 10. Classification of 


Tumours. 11. Irritation Theory. 12. Virchow’s Cellular Concept and Organ 


Diseases. 13. Athreptic Immunity: Theory on the Prevention of a Second Primary 
Tumour. 14. Immunization by Antibodies. 15. Biological Approach: Cell 
Mutation. 16. Animal Experiments. 17. The ‘Butter-Yellow’ Cancer. 18. Evalua- 


ion of Present Experimental Trends. 19. The Freud and Kaminer Test (1910). 
”. Retinoblastoma. 21. Malignant Melanoma: Skin and Eye. 22. Hereditary 
Disposition of Twins. 23. Disposition and Cancer in Childhood. 24. Trans- 
placental Exposure of the Foetus. 25. Brain Tumours. 26. Hepatoma. 27. 
Elimination of Cancerogens. Cancer of the Alimentary Tract. 28. Cancer in 
Cirrhotics. 29. Primary Carcinoma of the Liver: Clinical Signs and Symptoms; 
Diagnosis: Treatment. 30. Multicentric Versus Unicentric Theories of Origin. 
3. The Role of Cirrhosis in Primary Liver Cancer. 32. Experimental Production 
of Cirrhosis by Dietary Injury. 33. Cancer in Diabetics. 34. Cancer in Women 
with Myoma Uteri (Fibroids). 35. Disposition in Groups Determined by Occupa- 
tion. 36. Cancer in Radium Miners. 37. Cancer in Aniline-Dye Workers. 38 
Liver Failure, Toxic Goitre, and Coronary Thrombosis. 39. Pregnancy and 
‘ancer. 40. Pregnancies, Gall-Stones, and Cancer: The Gallstone-Cancer Re- 
ationship. 41. Chorionepithelioma. 42. Gonadotrophic and Sex Hormones in 
Human Cancer. 43. Dermotrophic Influence. 44. Cancer of the Lung. 45. 
Acquired Specific Resistance: Forces Modifying Cancer Distribution by Site. 
4. Multiplicity of Cancer. 47. Is Human Cancer a Curable Disease? 48. Is 
Cancer a Preventable Disease ? 


This publication illustrates only too well the facility with which 
medical evidence may be led to support any elected hypothesis. 

The author is said to have studied cancer problems (of an 
unspecified field) for 30 years, and on the basis of this qualification 
endeavours to cover the wide field of cancer etiology. The work 
however takes us no further than the opening chapter, which 
states: ‘Nobody knows what factors cause malignant transforma- 
tion’, and then continues to meander to the eventual conclusion 
that cancer (and apparently ‘a great number of syndromes con- 
sidered as organ diseases’) is due to nutritional toxins consequent 
upon liver disease. What the nutritional toxin is, remains untold. 

The basic thesis is further enlarged to reveal that ‘Intrinsic 
food metabolites cause a great number of precancerous conditions 
known as gastritis, duodenitis, colitis, pancreatitis, cholangitis, 
proctitis, peptic ulcer, varicose ulcer, rectal ulcer, etc., with con- 
scutive malignant transformation of the tissues’. 

The discussion of primary carcinomata of the liver in Bantu 
subjects bristles with specious reasoning. The author commences 
by noting C. Berman’s observation that primary liver carcinoma 
in the Bantu is usually associated with preceding hepatic fibrosis 
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jon of the Newborn Child. XLVII. Analgesia, Amnesia and Anesthesia. Ap- and that in the well-established cases of hepatic fibrosis there is 
yadix. Index. portal-bed engorgement. Dr. Blond thereupon concludes that this 
? , ii ee? ee ner venous ‘engorgement induces precancerous states such as gas- 
Written ted yor _ ge Pe ene obstetrical yn to tritis’ giving rise to intrinsic food metabolites which poll al 
ndergraduate student SRS General practmioners, this well-known — jiver cancer in the Bantu. Why the fibrosed liver of the European 
nd popular text-book has now reached the 6th edition. An ives rise 00 Gilesent seaucies is net sevesied 
atensive revision of the text has taken place to conform to present- "V5 TSE tO Cillerent sequelae Is not revealed. RS 
ay obstetrical teaching, and this has resulted in the addition of _ 
ew material. New subjects include, amongst others, a discussion 
a Shechan’s syndrome and afibrinogen anaemia. | a al WORLD HEALTH ORGANIZATION TECHNICAL REPORT 
Amongst the chapters which have been extensively revised is 
fe one dealing with the effects of pregnancy on intercurrent World Health Organization Technical Report Series No. 93. 
isease. The authors contend that the treatment of many inter- Expert Committee on Midwifery Training. First Report. Pp. 21. 
arrent diseases has so much improved that continuation of ls. 9d. Geneva: World Health Organization. 1955. 
megnancy is no longer considered a hazard. Pregnancy, con- . ae 

. > . ini »< acce » life.e 2CT< ~y ontents: . »duc 7 | eS a “unctio of } ery 
mary t0 Previous opinion, does not lessen the life-expectancy of  fontcet: y) feta tei aad Se Aaationy Selbone a ee Tedaiond 
voman afflicted with pulmonary tuberculosis, cardiac diseases, girth Attendant. $. Legislation. 6. Conclusion. 
wukemia, Hodgkin’s disease, diabetes and other diseases and 
ierefore the treatment in the cases should be directed to the Variations in culture and in economic and social conditions give 
management of the intercurrent condition and the pregnancy rise to corresponding variations in practices relating to pregnancy, 
Jlowed to continue. Therapeutic abortion should have therefore childbirth and the newborn. Today efforts are being made, in 
ery little place in the practice of modern obstetrics. many parts of the world, gradually to improve maternal and child 
In the chapter on uterine action the observations of Jeffcoate health services without abruptly disturbing the patterns set by 


traditional beliefs and practices. A specific aspect of the improve- 
ment of services for pregnant women and for the newborn is the 
training of midwives, and this is the subject of a report by a WHO 
expert committee. 

The report first describes the types and functions of midwife 
personnel, classified into 3 broad groups: (1) traditional birth 
attendants, who are still common in economically less-developed 
areas; (2) auxiliary midwives, who have some training for their 
work; and (3) fully trained midwives. A large section is devoted 
to the preparation of the last two groups. The essential knowledge 
and skills are outlined, factors to be considered in the selection 
of students are suggested, and the desirable training facilities and 
appropriate methods of teaching are described. It is specified 
that the student midwife should have experience, under super- 
vision, in the complete maternity care (pre-natal, delivery and post- 
natal) of a minimum of 20 cases. The training of the midwife 
teacher is also discussed. 

For the traditional birth attendant, whose influence in the 
community may be great and whose role important, but whose 
training in technical matters may present difficulties because of 
her lack of schooling, simpler teaching methods have to be used. 
The most effective type of teaching is probably well-supervised, 
in-service training, given by a qualified midwife. 

Legislation concerning midwifery is dealt with. Such legislation, 
designed to protect the patient (mother and newborn) and the 
attendant, should provide for maintenance of adequate standards 
of training and examination, regulation and supervision of practice, 
and protection of the title and status of the midwife. 

The report stresses that no general programme for training 
midwives can be drawn up; each country must plan and develop 
a programme to meet its own needs, taking into account local 
conditions and the type of personnel to be trained. 


SECTION CUTTING AND STAINING 


Practical Section Cutting and Staining. Third Edition. By E. C. 
Clayden, F.I.M.L.T. Pp. vii 151, 26 illustrations. 12s. 6d. 
London: J. & A. Churchill Ltd. 1955. 


Part I. 
Celloidin Sections. 


Preface to the First Edition. 
Frozen Sections. Part III. 


Third Edition. 
Part LI. 
Index. 


Contents: Preface to the 
Paraffin Wax Sections. 
Formulae. Appendix. 


The author, who is the senior technician in the Bland-Sutton 
Institute of Pathology, has described the methods generally used 
at that Institute in the preparation of histological sections. He 
has written the book mainly for technicians who may wish to 
sit for the examinations of the Institute of Medicine Laboratory 
Technology and as a result he has given considerable detail, 
realizing that only by careful attention to detail can the beginner 
hope to obtain good sections. The methods described have been 
proved to give consistent and reliable results, and to avoid con- 
fusion in the learner one good technique is selected for description 
rather than several alternatives. 
In this third edition certain new techniques have been added. 
A.H.T. 








1048 


S.A. MEDICAL 





JOURNAL 


27 October 1956 


CORRESPONDENCE : BRIEWERUBRIEK 


HYPNOSIS IN GENERAL PRACTICE 


To the Editor: Dr. H. J. Sutherland’s letter’ published in the 
Journal of 6 October 1956 appears to be contradictory. If ‘the 
mysterious and supernatural’ is ‘associated with hypnosis . .. in 


the minds of some present-day medical practitioners’, who have 
obviously never heard it mentioned in their medical-school curri- 
culum, how can they as family doctors judge who will benefit by 
hypnosis? This, I submit, is contradictory. 

Hypnosis is an ancient form of treatment. There is no mystery 
attached to it. That is was not taught in the medical schools the 
majority of us attended is considered today to be an omission. 
But then there are several other important subjects not yet re- 
ceiving the attention they deserve in most medical schools. 

Our waiting rooms are filled (if they are filled at all) with people 
who imagine themselves to be suffering from all sorts of diseases, 
thanks to the many articles on medical subjects in magazines, 
dailies and ‘digests’. There were always large numbers of neurotic 
and hysterical individuals. There are also many practitioners 
who do not hesitate to diagnose ‘nerves’. But to declare a person 
a neurotic without having heard his usually long story and without 
having examined him carefully must be regarded as a serious 
omission. The late Professor Jendrassik of Budapest, who was a 
pupil of Charcot, was most emphatic in his unforgettable lectures 
on Neurasthenia and Hysteria that ‘nobody should be labelled a 
neurotic unless no organic lesion to explain his complaint could be 
detected after a most careful investigation’. We were also taught 
not to examine a neurotic patient in such a way as to fix his mind 
on his blood pressure or heart, e.g. by electrocardiographic ex- 
aminations. And for some reason unknown we did not see the 
numerous cases of coronary thrombosis in those days. . . . 

I learned the technique of hypnotic treatment many years 
aho in Budapest from my old friend, the well-known Dr. Francis 
Vodlgyesi, who wrote: ‘It is not unusual for the neurotic to be 
advised with a shrug of the shoulders to travel, to change his 
surroundings. But the trouble is that no matter where, or how 
far, the nervous patient travels, he still takes with him the funda- 
mental seat of his neurosis: his own brain and nervous system’.? 
How true this is for South Africa, where ‘to take a holiday’ is 
foremost in the mind of the public—without any medical advice 
and so regretfully also in the mind of many medicos! 

I used hypnotic treatment with great benefit to a rheumatic 
patient in London in 1936, by the kind permission of Dr. Francis 
Bach, in St. Stephen’s Hospital, Chelsea.* Later, I used it in 
Johannesburg in numbers of selected cases with benefit to the 
patients. 

I am in complete agreement with Dr. Sutherland that hypnotic 
treatment—not psycho-analysis without a time limit or tranqui- 
ilizers (whose value, it appears, has proved ephemeral)—should 
be used in many instances. But one must be very careful not to 
use it for the numerous cases of mental disorders that we miss 
almost daily. 

Professor Alvarez of the Mayo Clinic stated: “It would astound 
many a physician today if he could only learn how many mildly 
but definitely insane persons had gone through his office the 
previous month! Actually, we physicians should expect to be 
seeing mildly insane patients at all time. And besides those who 
have to be locked up, think how many there must be who are 
cared for at home and how many there are who are just eccentric, 
queer, hard to get along with, frail and always complaining’.* 
There are thousands of them walking—and what is more serious 
driving motor vehicles in the streets of South Africa. Hypnosis 
for such cases will prove of no real vale and will only bring dis- 
dredit upon this effective treatment. 

Nathan Finn 
27 C.N.A. Building 
East London, C.P. 


14 October 1956 


1. Sutherland, H. J. (1956): S. Afr. Med. J., 30, 976. 

2. Vélgyesi, F. (1935): A Message to the Neurotic World. Lon- 
don: Hutchinson. 

3. Finn, N. (1937): S. Afr. Med. J., 11, 878. 

4. Alvarez, W. C. (1943): Nervousness, Indigestion and Pain. 
London: Heinemann 


SEDATIVES FOR ALCOHOLICS 


To the Editor: 1 should like to make the following remarks on 
the letter! signed by 8 medical members of the South African 
National Council on Alcoholism. They warn us against the 
danger of the administration of sedatives to alcoholics, stating 
that the doctor in prescribing a drug for an alcoholic is replacing 


one sedative for another, creating, in many instances, a double 
problem. 
Although this replacement does occur, my own observation 


shows that it is infrequent and, in any event, does not amount to 
conversion of an alcoholic into a drug addict or the creation of a 
double problem. I fail to see any doctor in private practice, 
genuinely desirous of helping his suffering alcoholic, withholding 
sedation. 

I have carefully-taken notes of 103 such cases treated in private 
practice including full psychiatric histories and follow-up notes. 
Out of the total, 16 were drug addicts. Seven of these had no 
taste for alcohol (significantly 6 were Jews). The remaining 9 
were, in AA parlance, ‘bilingual’ (i.e. “goof balls’ as well as “hooch’ 
specialists!). In 8 of these it was established that drugs became a 
severe problem long before alcohol. Seven had early access to 
drugs (2 doctors, 1 dentist, 3 doctors’ wives and 1 nurse). 
Although the ‘bilinguals’ have from time to time resorted to 
alcohol it never was their favourite sedative. They used alcohol 
for various reasons: as a second favourite when the first was hard 
to come by; to treat their drug addiction, which they feared most; 
and in order to mask the less acceptable drug-addiction in AA 
circles. Only one of the series appeared to be an alcoholic years 
before he took to drugs. In this case there was no next-of-kin 
to support the history. A medical man, himself a drug addict, 
advised him to take Noludar tablets for sleep and he became 
addicted to them. I saw him twice ataxic, confused, and hardly 
able to speak, having taken 20 tablets, but fit for work in the 
morning. 


Addiction is a symptom, the condition itself being a malad- 
justed personality. The choice of the pet sedative (brandy, luminal, 
pethidine, gin) is a matter of individual idiosyncrasy, 
finding his fancy sooner or later, whether the doctor first gives it 
to him or not, and drugs are more easily obtained than people 
think. 


The fallacy that alcoholics are turned into drug addicts stems 
from reliance on unsupported histories (‘the doctor started me on 
drugs when I had tonsilitis’). The only way to get at the true 
facts (with addicts of all patients) is to visit the patient’s home 
repeatedly and talk to every person there. Even a history given 
by the spouse may fe incorrect. 

I know most of the signatories to the letter as men of experience 
with alcoholics in institutions and hospitals. Isolation in institu- 
tions and total deprivation is the ideal treatment, but what of the 
great majority of cuses in practice who would not go to institu: 
tions, and those who are best treated at home? How many of the 
alleged 80,000 alcoholics in the Union are likely in our time to be 
treated in institutions? 

If a useful warning is to be issued it should be against the danger 
of prescribing lethal quantities of sedatives to alcoholics. Three 
unintentional suicides among my own patients occurred during 
the past 3 months. Two obtained their own drugs and became 
so confused as to be unaware, of the quantity they consumed 
The third went to another town, was given a bottle of paraldehyde 
and swallowed the contents while drunk. 

Livn 


5 Shengwedzi Road 
Emmarentia 
Johannesburg 


14 October 1956 
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